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Psychology Internship Program

James A. Haley Veterans Hospital, Tampa
Glenn Curtiss, Ph.D.

Psychology Training Director (116B)

13000 N. Bruce B. Downs Blvd.


Tampa, FL 33612 

(813) 631-7135
http://www.tampa.va.gov
Applications due: November 15
Accreditation Status

The predoctoral Internship at the James A. Haley Veterans Hospital, Tampa is accredited by the Commission on Accreditation of the American Psychological Association. The next site visit will be during the year 2016.
Questions related to the program’s accredited status should be directed to the Commission on Accreditation: 
Office of Program Consultation and Accreditation 

American Psychological Association 

750 1st Street, NE, Washington, DC 20002 

Phone: (202) 336-5979 / E-mail: apaaccred@apa.org 

Web: www.apa.org/ed/accreditation
Application & Selection Procedures 

APPLICATION PROCEDURES AND DEADLINES 

Qualifications

In order to be considered for admission to the Psychology Internship Program, candidates must meet the following criteria: 

1. Have completed at least three years of graduate course work in and be currently enrolled in an APA-accredited clinical or counseling psychology training program. 

2. Have completed a minimum of 1200 hours of supervised clinical practica as part of their graduate program (includes assessment, intervention, and supervision/support hours). 
3. Have successfully defended the dissertation proposal prior to application.
4. Be a citizen of the United States. 
5. For males -- have registered with the Selective Service System before age 26
The Department of Veterans Affairs is an Equal Opportunity Employer. Women and minority applicants are particularly encouraged to apply.
Application Procedures and Deadline

Graduate students in APA-approved clinical or counseling doctoral psychology training programs who are interested in applying for an internship position in our program should follow the online APPIC application instructions.

The AAPI (APPIC Application for Psychology Internships) online application portal should be used by all interested students to apply to the James A. Haley Veterans Hospital Psychology Pre-Doctoral Internship Program.  All applications must be submitted online. News and information about the APPIC Online Application process, along with instructions about how to access the service, can be found at www.appic.org.  Click on "AAPI ONLINE."

When you enter the general AAPI site, click on Directory Online, and then Search for Internship Programs.  James A. Haley Veterans Hospital is listed under Florida at Tampa.  Most of the information about our internship can be found on our APPIC page. However, if you find that you have more specific questions, you may contact the internship program Training Director directly for clarification.  Contact information is provided below. Your graduate program Training Director should be a useful resource in helping you navigating the AAPI applicant portal. When you enter the general site, scroll down and click on "The Applicant Portal of the 2012-2013 AAPI Online is now available."

Your online AAPI application package should also include: a Verification of Internship Eligibility and Readiness completed by your University Director of Clinical Training, all official graduate transcript(s), three letters of reference from faculty members or practicum supervisors who know you and your work well, a cover letter, and a curriculum vitae. You may ask to be considered (ranked) in more than one program/track.  


___ General Psychology    ___ Neuropsychology
___ Trauma Psychology
Complete application packets must submitted through the AAPI Online portal no later than 11:59 PM Eastern Time Zone on November 15 of the current year for consideration for internship appointment beginning the following July.  Individual interviews will be conducted by invitation only, following initial evaluation of application materials.  Applicants invited for interviews will be notified in December and an interview date scheduled during one of the first three Fridays in the month of January. Interviews are typically conducted onsite but can be arranged to be conducted by phone as well.

Policies and procedures regarding internship offers and acceptance recommended by the Association of Psychology Post-Doctoral and Internship Centers (APPIC) and the Council of Directors of Clinical Training Programs will be followed for the appointment of interns to the James A. Haley Veterans Hospital Psychology Pre-Doctoral Internship Program. The internship site agrees to abide by the APPIC Policy that no person at this training facility will solicit, accept, or use any ranking-related information from any intern applicant prior to Uniform Notification Day.

For further information, please contact:

Glenn Curtiss, PhD.
Director, Psychology Training 
Glenn.Curtiss@va.gov
 

Physical Address
James A. Haley Veterans Hospital

Mental Health and Behavioral Science Service (116B)
13000 N. Bruce B. Downs Blvd.

Tampa, FL 33612

Due to increasing numbers of applications, we limit the number of applications we will consider from any one program or school to no more than six (6). We are relying on the graduate programs’ faculty and Training Directors to discuss these issues with their students and encourage only those who are competitive and truly interested in our program to apply. If we receive more than six (6) applicants from any one school/program, we will not consider ANY applicant from that school/program. For institutions that have both Ph.D. and Psy.D. programs in the same department, we will consider a total of only six (6) in any combination from that school. For schools that have different departments offering doctoral level professional training (e.g., a university offering a Ph.D. in counseling psychology out of the Education Department and a Ph.D. in clinical psychology out of the Psychology Department) we will consider up to six (6) applications from each of the different departments. 

SELECTION PROCEDURES 

Initial Review

Completed applications are first reviewed by the Director of Psychology Training (Glenn Curtiss, Ph.D.) and a small panel of staff psychologists to determine the competitive level of the candidate; that is, whether the candidate falls in the top 60-70% of applicants.  Candidates who meet this criterion (usually 35-45 applicants) are then invited to interview.  We will make a reasonable attempt to contact every applicant who submitted a complete application about his/her interview status by December 15. Applicants not invited to interview are informed of this decision prior to the scheduled interview days.
In the selection process we carefully examine the APPIC application and look for number and balance of hours between 1:1 assessment and therapy.  We also separately evaluate the general assessment hours from neuropsychology assessment hours.  We carefully evaluate the proportion of supervision hours relative to face-to-face patient contact hours as one measure of the quality of the practicum.  We also examine and consider the number of comprehensive psychological evaluation reports completed the applicants.  

In recent years the number of total hours of practicum for applicants invited to interview has been around 2000 hours versus 1550 hours for applicants not invited to interview.  1:1 treatment / assessment hours has been about 500 / 300 for the invited applicants versus 330 / 160 for applicants not invited to interview.  The total number of 1:1 supervision hours has been 175 for the invited applicants versus 140 for applicants not invited to interview.  The reported number of integrated comprehensive psychological evaluation reports has been about 50 for the invited applicants versus 25 for applicants not invited to interview. 

We also carefully read the letters of recommendation and APPIC application essays.  We read these essays and letters of recommendation to look at writing abilities, concise and systematic thought processes, organizational skills, and personal/interpersonal qualities.  

What we are looking for are individuals with solid foundational training and practicum experience in both psychotherapy and psychological evaluation, who are clearly interested in learning and motivated to develop further professionally during the internship year.

Interviews

Group interviews will be conducted on two of the first three Fridays in January.  On each of the interview days, the morning is dedicated to an overview of the hospital and Psychology Service, descriptions of each rotation by the respective staff supervisor(s), and a question-and-answer period.  Lunch is provided by our current intern class and candidates will have an informal opportunity to ask questions of the interns about any aspect of the internship program.  In the afternoon, each candidate will interview individually with two staff members and one of the current trainees (either an intern or a post-doctoral resident).  These interviews are part of the formal evaluation process.
Invited candidates who do not participate in the group interviews may elect to be interviewed by phone. These interviews are conducted by the Director of Clinical Training and other psychology staff. To request and arrange telephone interviews, contact Dr. Curtiss via email:  Glenn.Curtiss@va.gov. Due to the large number of applicants, we are unfortunately unable to accommodate individual interviews on site or on non-specified interview days. 

Selection Policies and Procedures

Our selection process adheres to APPIC policy. Please note that the internship is available only to U.S. citizens who are current students in APA-accredited graduate psychology programs. Our program adheres to all Equal Employment Opportunity and Affirmative action policies and actively solicits applications from women and minority applicants. 

Following interviews, committees of four to five staff/interns are formed and are randomly assigned a subset of applications to review in detail and rate.  Ratings are based on six criteria:  1) academic transcripts (coursework titles and grades), 2) quality and amount of assessment experience, 3) quality and amount of therapy experience, 4) letters of recommendation, 5) diversity experience and interests, and 6) professional activities (involvement in professional associations and societies, presentations, publications, awards).  Each candidate’s application is rated individually by each member of the committee and then discordant ratings between committee members are mediated within each committee to achieve a final rating score.  The candidates are then ranked within each committee according to their overall rating score for each track.  The entire Psychology Training Committee reviews the list of ranked candidates for final consensus.  For all internship tracks (General, Neuropsychology, and Trauma), positions are ranked in the APPIC computer matching process to the candidates with the highest ratings who have selected the track as a preference.  Applicants can be ranked for more than one track.

In the past, successful applicants have had clinical experience in a hospital or non-university clinic setting.  Almost all selected candidates have already completed their dissertation prospectus meeting and doctoral comprehensive examinations.  Interns over the past five years have come from graduate training programs from across the nation.  

Notification of Selection

We participate in the APPIC Computerized Matching Program. Once the computerized matches are announced by email on Match Day, each matched applicant will be telephoned to verify the computer match. Please review the APPIC guidelines regarding internship selection and computer matching procedures (http://www.appic.org/). We will adhere strictly to the guidelines in all transactions with intern applicants.
Psychology Setting 
The Psychology Service is comprised of over 70 doctoral level psychology staff representing a variety of theoretical orientations and specializations.  Psychologists have major leadership roles within hospital clinical and research programs and have recognized national expertise and leadership within VHA as well as psychology organizations.  About one quarter of the staff holds faculty appointments at the nearby University of South Florida.  Staff psychologists have authored textbooks, written numerous professional articles, and developed or helped develop prominent psychological tests including the Personality Assessment Inventory and the Wisconsin Card Sorting Test.  In addition, psychologists have served on national VHA Work Groups, Polytrauma and Pain Task Forces, and QUERIs.

In addition to our APA-accredited psychology internship program (eight interns), we also have a two-year APA-accredited neuropsychology postdoctoral fellowship program (three fellows), a two-year APA-accredited Rehabilitation Psychology Postdoctoral Fellowship (two fellows), and a one-year Clinical Psychology Postdoctoral Fellowship with an emphasis in Pain Psychology (one fellow).
Training Model and Program Philosophy
Our philosophy is that sound clinical practice is based on scientific research and empirical support. Our training model is the Scientist-Practitioner Model of Training, in which research and scholarly activities inform and direct clinical practice, and clinical practice directs research questions and activities. At the internship level, our clinical training focuses on scientifically-based and empirically-supported general psychological principles and theories for evaluation, psychotherapy, and consultation. We believe these principles and theories provide the foundation of clinical training and are essential for competent practice of psychology across settings and populations. However, we also recognize that future clinical jobs may call for specialized training. Therefore, we have structured the internship program to be a generalist training model that is scientifically-based, with opportunities for focused training within that generalist model. Thus, a Scientist-Practitioner “general-flexible” training model best characterizes our program. 

Program Goals & Objectives

The primary goal of this Psychology Internship Training Program is to prepare interns for competent entry into the increasingly complex roles of Clinical or Counseling Psychologists in public sector medical center and university settings. 

Our expectation is that our graduates will become licensed psychologists. Interns are expected to learn and demonstrate entry-level proficiency in: 1) psychological assessment, 2) psychotherapeutic interventions, 3) consultation and supervision, 4) professional and ethical behavior, 5) diversity issues, and 6) scholarly inquiry and critical, empirically-based evaluation of clinical and research activities. Interns completing the program should be fully prepared for further post-doctoral training or entry-level professional positions involving clinical treatment, teaching, or research, particularly with adult patient populations having a variety of psychiatric, geriatric, neurological, and chronic medical conditions. 

The Psychology Service serves an integral role in the hospital’s training function.  The hospital and the Psychology Service are pleased to have the opportunity to contribute to the professional development of graduate students in Clinical and Counseling Psychology from doctoral programs accredited by the American Psychological Association.  Your presence stimulates and enhances our services to the thousands of patients who are entrusted to us for effective and caring treatment.  In return, we believe that the rich training experience at our hospital, and at our affiliated institutions, will make a vital contribution to your professional growth and development.

The psychology staff regards the training of new psychologists as a serious responsibility and this is demonstrated by a commensurate investment of staff time and energy in all facets of the training program.  The didactic and clinical experiences of this program are designed to facilitate the professional attitudes, competencies, and personal resources essential to the provision of high quality patient care in contemporary psychology service settings.  As mentors, psychology staff members demonstrate, and encourage intern participation in, the professional roles of clinician, consultant, team member, supervisor, evaluator, and researcher.  The professional growth and development of interns is enhanced by consistent supervision, varied clinical responsibilities with diverse patient populations, and ongoing didactic training.
Program Structure
ROTATIONS

During the training year, interns complete four clinical rotations. In addition to the clinical rotations, interns attend year-long training seminars and maintain a caseload of two or more active individual therapy cases. 

We offer eight intern positions: one to eight in the General Internship Program/Track and a maximum of two in the Neuropsychology and the Trauma Psychology Programs/Tracks. 

General Psychology Program/Track 

The General Psychology Track provides an intern with exposure to medical and psychiatric populations that have a broad range of psychopathology and emotional trauma. The training goal of this track is to provide a breadth of experience so that an intern develops the general knowledge base and skills necessary for effective diagnosis and treatment of various forms of psychopathology. An intern in this track will select four rotations from the many rotation options listed below.  These rotation selections are based on the intern’s interests, prior clinical experiences and training, professional development goals, and Training Committee approval. 

For candidates interested in focusing their training in a particular clinical area (e.g., Rehabilitation Psychology, Behavioral Medicine, Severe Psychopathology, or Trauma), the General Psychology Track offers opportunities for specialization through an intern’s selection of relevant rotations.  For example, an intern interested in Rehabilitation Psychology might choose to complete rotations in the Chronic Pain Rehabilitation Program, Spinal Cord Injury Unit, or the Polytrauma/TBI Transitional Rehabilitation Program.  Similarly, an intern interested in behavioral medicine might choose to complete rotations in Health Psychology, Chronic Pain Rehabilitation Program, or Primary Care. Interns choosing to focus their training may select no more than two rotations within that specialty area during the training year.  Because we are a generalist training program in clinical psychology, there is no maximum on the number of clinical psychology rotations an intern may select. Specialty classification of rotations are listed later in the brochure. 
Neuropsychology Program/Track 

The Neuropsychology Track requires that the intern complete 1) the Traumatic Brain Injury/Rehabilitation Clinical Neuropsychology rotation and 2) the General/Geriatric Neuropsychology rotation.  The third and fourth rotations may be selected from any of the other rotation offerings, but must be approved by the Training Committee according to the intern's training needs and professional development goals and the intern’s prior clinical experience. 
The Neuropsychology Track requires that the intern complete the two neuropsychology rotations as their first two rotations.  The third and fourth rotations may be selected from any of the other rotation classifications, but must be approved by the Training Committee according to the intern's training needs and professional development goals and the intern’s prior clinical experience. 
This track also requires attendance and participation in the Neuropsychology Assessment Seminar and completion of a scholarly project (e.g., literature review, participation in a research study) in some neuropsychology topic during the internship year. 

Trauma Psychology Program/Track 

The Trauma Psychology Track requires that the intern complete 1) the Military Trauma – PTSD rotation and 2) the Trauma Recovery – Military Sexual Trauma rotation.  These rotations must be completed as the first two rotations.  The third and fourth rotations may be selected from any of the other rotation offerings, but must be approved by the Training Committee according to the intern's training needs and professional development goals and the intern’s prior clinical experience. 
This track also requires that one of the two ongoing psychotherapy cases be appropriate for prolonged exposure therapy or cognitive processing therapy.  Interns in this track are expected to demonstrate competence in these two therapeutic approaches by the end of the internship year.  In addition,  attendance and participation in the Trauma Psychology Seminar is required. 

Availability & Timing of Rotations

Interns in the Neuropsychology and Trauma Psychology Tracks will complete their required rotations during the first two rotation periods of the year.  The sequence for their remaining rotations, and the sequence for all rotations for interns in the General Psychology Track, will be determined by the Training Committee on the basis of a) availability during a given rotation period and b) the intern's level of clinical expertise.  Because it is not possible to estimate the demand among interns for particular rotations, the Committee cannot guarantee that all interns will receive all choices for rotations.  However, over the past ten years, this has not been a problem and all interns have completed the rotations of their choice.

SEMINARS 

The development of clinical skills requires not only day-to-day patient contact but also ongoing didactic training.  To accomplish this, the internship training program includes seminars which focus on theoretical as well as applied aspects of clinical work.  Regular attendance at these year-long training seminars is required for interns: 1) Assessment seminar, 2) Psychotherapy seminar, 3) Neuropsychology seminar (required for neuropsychology interns only), 4) Trauma Psychology seminar (required for trauma psychology interns only), and 4) Professional Development Seminar. 

Opportunities for additional didactics and for research are available based on intern interest but are not required in the internship program.  These additional optional didactic opportunities include postdoctoral psychology residency seminars, USF Psychiatry Department Grand Rounds lectures, USF Neurology teaching rounds, and USF Department of Psychology lectures. 

THERAPY TRAINING 

At the beginning of the internship year, each intern is assigned two therapy cases.  Cases are coordinated through the Psychotherapy Seminar.  As patients terminate therapy, additional cases are assigned in order to maintain a minimum of two on-going therapy cases.  One of these cases must be appropriate for either prolonged exposure therapy or cognitive processing therapy for interns in the Trauma Psychology Track.  If an intern is interested, one of the cases may be a couples therapy case (if available) or co-leading a therapy group with a staff member as approved by the Training Committee.  An intern will receive one hour of individual supervision per week for the two therapy cases by a staff psychologist.  The staff supervisor is selected by the intern based on his/her training interests and needs, the needs of the case, and the therapeutic orientations/expertise of supervisors.  Guidance in supervisor selection is provided by the Psychotherapy Seminar Coordinator.  The intern retains this supervisor for the first half (6 months) of the internship and then selects another therapy supervisor for the remainder of the training year.  In unusual circumstances, the intern may ask the Training Committee for permission to retain the initial supervisor for longer than 6 months.
RESEARCH

A number of Psychology Service staff maintain active involvement in clinical research, provide research consultation to other services within the VA and at the University of South Florida, serve on VA and USF research committees, provide reviews for a wide variety of professional journals, and serve on journal editorial boards. Interns are invited, but not required, to collaborate in these research endeavors. Generally, intern participation consists of analyzing existing clinical data sets, reviewing literature, and designing future studies. Interns' clinical caseloads usually preclude any form of data collection. Involvement in research during the internship year typically requires an investment of hours during evenings or weekends. With the exception of the Neuropsychology Track Interns, these optional research activities are not part of any performance evaluations during the internship year. 

Typically, three to five interns in any given intern class engage in some form of clinical research which usually results in authorship on a paper presented at a national meeting (e.g., APA, INS, NAN, SPA, American Pain Society) and/or on a publication in a refereed journal. Current research interests of psychology staff members are described in the staff biosketches.

TIME COMMITMENTS

The internship is a 40 hour per week internship.  Typically interns have 2-4 hours of supervision as part of their rotation, 1 hour of supervision on their ongoing therapy cases, and group supervision within the seminars. At a minimum, interns receive 2 hours of scheduled individual, face-to-face clinical supervision from their rotation supervisor and 1 hour of scheduled individual, face-to-face clinical supervision from their individual and/or group psychotherapy supervisor. Minimum total supervision time is 4 hours per week.
Interns may complete one off site (non-VA) rotation among the available rotations.  However, typically most interns complete four (4) VAMC-based rotations.

EVALUATION

Evaluation of intern progress is an ongoing activity.  However, formal written behaviorally-based competency evaluations are completed a minimum of four times a year at the end of each 3-month rotation.  The competency ratings are based on how much supervision is required for the intern to perform the task competently.  In general, this rating scale is intended to reflect the developmental progression toward becoming an independent psychologist. At the end of each rotation, in the judgment of his/her supervisor and the Training Committee, each intern must be assessed as satisfactorily progressing toward competence in each of the core areas (rating of I [Intermediate, typical intern level]; see also below under Requirements for Completion). To successfully complete the internship, interns are expected to demonstrate an appropriate level of professional psychological skills and competencies in the core domain areas.      
Facility and Training Resources

Interns share one large office in which there are six workstations with computers.  Interns have access to other offices for therapy and evaluations. The offices are all equipped with networked computers that allow access to the computerized medical record system, productivity software, internet/intranet and email. The psychology programs are integrated into the Mental Health and Behavioral Sciences Service, and the staff and trainees have additional clerical and administrative support from the whole service.  

The hospital maintains its own professional library listing of approximately 4,000 volumes of books and 2,500 bound volumes of journals (361 journal subscriptions including 20 psychological journals).  Direct access to MEDLINE, PSYCHLIT, and other databases are available through the hospital's computer system.  The main library at the University of South Florida houses over 700,000 volumes including 4,500 journal subscriptions.  In addition, the USF College of Medicine library maintains over 90,000 books and subscribes to the major health, medicine, behavioral, and social sciences electronic journals and databases.  Literature searches and complete bibliographies with abstracts are available upon request.  In addition, the Psychology Service maintains discipline-specific reference material.

Commonly used psychological tests are available from rotation supervisors and from within the Mental Health Assistant option in the Computerized Patient Record System.  Among these are numerous specialized psychological and neuropsychological tests and surveys in the areas of chronic pain, trauma, family and interpersonal functioning, coping, stress, adjustment to disability, language/verbal abilities, learning and memory, executive functioning, attention, mental control, visuoperceptual/sensorimotor functioning, and abstract problem solving.
THE TAMPA ENVIRONMENT
The James A. Haley Veterans’ Hospital is located in Tampa, Florida.  Tampa is a growing metropolitan area which serves as the county seat of Hillsborough County and is the second most populous city in the state.  The city is situated on the west coast of Central Florida, 266 miles northwest of Miami and 197 miles southwest of Jacksonville.  With a population of almost 1.2 million based on 2000 census projections for 2009, Hillsborough County is composed of several residential, industrial, and agricultural communities which are interspersed with orange groves and cattle ranches.  The climate is generally mild with an average annual temperature of 72 degrees.  Freezing temperatures are rare as are those of more than 92 degrees.

Because of its climate, opportunities for outdoor recreation activities abound.  The coastal waters of the Gulf of Mexico and Tampa Bay offer a broad spectrum of water sports – water skiing, swimming, deep‑sea fishing, power boating, sailing, board sailing, and scuba diving.  Freshwater fishing is also available in the numerous local lakes.  Residents enjoy facilities and activities year‑round because there is little change in the seasons.  Golf is very popular locally and many public and private courses are available.  For sports fans, there are seven major league baseball spring training camps within 20 miles of Tampa.  The Tampa Bay area is also home to several professional sport franchises, including the Buccaneers, the Rays, and the Lightning.

A variety of arts and cultural activities can be found in the Tampa Bay area.  The University of South Florida, located just across the street from the hospital, has an active and acclaimed drama and fine arts program.  Film, dance, stage productions, and repertory companies are regular offerings of the Tampa Theater and Tampa Bay Performing Arts Center (both located in downtown Tampa) and the world‑famous Asolo Theater (located approximately 50 miles south of Tampa, in Sarasota).  Tampa has also become a popular stop for touring musicians. The Amphitheater and the Tampa Bay Times Forum are popular venues for contemporary music and have hosted artists such as Journey, Yes, Dave Mathews Band, Counting Crows, Maroon 5, Jimmy Buffett, Toby Keith, Taylor Swift, Motley Crue, Radiohead, and Coldplay to name a few.  Across Tampa Bay, St. Petersburg is home to the Dale Chihuly glass museum, the Salvador Dali museum, which is the only exclusive museum of this artist’s works in the world, and the St. Petersburg Bayfront Center for performing arts. See http://www2.tampa.creativeloafing.com/ for current cultural events in the Tampa/St. Pete area.

Well‑known tourist attractions also lie in close proximity to Tampa.  Busch Gardens and Adventure Island Water Park are only 3 miles from the hospital.  The various Disney World theme parks and Universal Studios are 75 miles east of Tampa in Orlando, and the Ringling Brothers Museum is located in Sarasota.  Tampa itself is home to a world-class aquarium (the Florida Aquarium) in downtown Tampa harbor and an award-winning zoo, Lowry Park Zoo.

The Tampa Bay area has numerous quality educational institutions including the University of South Florida with an enrollment of over 36,000 students and colleges in Architecture, Arts and Letters, Business Administration, Education, Engineering, Fine Arts, Medicine, Natural Sciences, Nursing, and Social and Behavioral Sciences.  The University of Tampa, located in downtown Tampa, has an enrollment of about 2,500 students.  Both Hillsborough County and neighboring Pinellas County have well‑regarded community colleges.  In addition to the higher educational facilities, there are excellent public, parochial, and technical school systems.  

Training Experiences 
ROTATION DESCRIPTIONS 

The following is a description of each major rotation available to interns. Other training experiences can be structured specific to the particular interests of an intern depending on availability at the clinical site, availability of adequate supervision, and approval by the Training Committee. 

Category
Rotation

CP
Alcohol and Drug Abuse Treatment Program 

RP
Chronic Pain Rehabilitation Program 

CP 
Community Living Center/Geropsychology 
CP
Inpatient Psychology – ARC

NP
Memory Disorder Clinic/General Outpatient Neuropsychology 

CP
Mental Health Clinic
TP
Military Trauma - PTSD 

RP
Polytrauma/TBI Transitional Rehabilitation

HP
Primary Care – Behavioral Health
HP
Primary Care & Medical Psychology 

RP  
Spinal Cord Injury Rehabilitation 
TP
Trauma Recovery – Military Sexual Trauma
NP 
Traumatic Brain Injury/Rehab Clinical Neuropsychology
CP 
Women’s Health Center  

Non-VA Off-site Rotation Options:

CP 
Counseling Center for Human Development: USF 

CP
Florida Diagnostic and Learning Resource System 


Tampa General Hospital 

HP 
     -- Acute/Trauma Psychology 

RP
     -- Pediatric Rehabilitation
Note: CP = Clinical Psychology, HP = Health Psychology, NP = Neuropsychology, RP = Rehabilitation Psychology, TP = Trauma Psychology
ALCOHOL AND DRUG ABUSE TREATMENT PROGRAM DUAL-DIAGNOSIS TREATMENT PROGRAM

SUPERVISORY PSYCHOLOGISTS:  REBECCA SCHWARTZBERG, PH.D.; SUZANNE E. SHEALY, PH.D, & JAIME WINN, PH.D.

The mission of the Alcohol and Drug Abuse Treatment Program (ADATP) is to provide high quality, timely, and comprehensive outpatient care to veterans with substance use disorders (SUDs). The philosophy of the program is based on an understanding of alcohol and drug dependence as a complex biopsychosocial process. The ADATP interdisciplinary team consists of psychiatrists, psychologists, social workers, nurses, and masters-level rehabilitation counselors.  The program offers a full range of services which include: assessment and consultation, an intensive outpatient day treatment program (IOP), psychiatric evaluation and medication management, psychological testing, individual therapy, SUD-PTSD services, family education, buprenorphine opioid substitution therapy, and outpatient groups related to continuing care, relapse prevention, harm reduction, women veterans in recovery, early recovery, smoking cessation, and DUI or domestic violence intervention. 

Treatment begins with an initial assessment interview that results in individualized treatment recommendations based on American Society of Addiction Medicine (ASAM) criteria and determination of appropriateness for the IOP. This intensive treatment modality includes either a 3-week outpatient day program or a 6-week dual-diagnosis day treatment program for those with co-occurring substance-use and mental health diagnoses. The most common substances abused include alcohol, cocaine and/or marijuana.  Co-occurring disorders include bipolar disorder, post-traumatic stress disorder, major depressive disorder, schizophrenia, or Axis II disorders.  Supportive housing is available for IOP participants who are homeless or are in need of additional structure early in their recovery. 

The IOP incorporates the empirically-supported treatment approaches of 12-Step facilitation, motivational enhancement, and relapse prevention skills training.  Participants complete individualized assignments that are aimed at specific issues related to their use of alcohol or drugs and co-occurring disorders.  Program components include group therapy, psychoeducational classes, family education, behavioral skill groups (e.g., relaxation, assertiveness, etc.), and attendance at external AA/NA meetings. ADATP also works closely with other hospital departments that provide our participants with vocational services, leisure and life-skills therapy, nutrition education, and spiritual counseling.  

ADATP is a VA VISN leader in continuity of care. The team consistently makes high quality efforts to engage veterans in continuous supportive care in order to facilitate ongoing stable recovery.  Participants receive assistance in arranging for placement in halfway houses, and/or referral to work therapy programs and other hospital services following discharge from the IOP. A range of aftercare groups provide continuing recovery support, and IOP alumni are active in peer support and advocacy activities related to the Mental Health Recovery Model.

ADATP Psychologists have taken the lead in developing the following program services: 

· Smoking cessation education and intervention provided within the IOP to reach the seventy-three percent of our participants who are nicotine dependent.

· Bi-weekly Relapse Prevention groups which combine 12-Step, cognitive-behavioral, and mindfulness-based approaches to support abstinence, development of a sober support system, improved coping ability, and a satisfying and meaningful life in recovery. 

· A Harm Reduction group that offers an alternative for veterans seeking moderation-management or healthier substance-use patterns.

· A domestic-violence intervention program for medium-risk offenders based on the 24-week Duluth "power-and-control" CBT model.  

· A support group for ADATP participants who have co-occurring substance-use disorders and combat-related PTSD.

By the end of this rotation, the intern will demonstrate proficiency in:  

1. Basic knowledge of the physical, psychological, and social impact of addiction. 

2. Evaluation of substance-use disorders and determination of appropriate treatment recommendations.

3. Psychological assessment to aid in differential diagnosis of co-occurring psychiatric disorders and treatment planning. There is also an opportunity to gain experience in neuropsychological screening.

4. Case conceptualization, treatment planning, individual counseling, and case management for intensive program participants.

5. Group Psychotherapy and facilitation of psycho-educational groups.

6. Performing as a member of an interdisciplinary substance abuse treatment team. This includes an opportunity to learn the "language" of addiction recovery and skills for integrating 12-Step recovery with other empirically-supported substance abuse treatment approaches.

Supervision will be provided by all program psychologists, with one serving as the primary supervisor. There is also opportunity for training experiences with other members of the multidisciplinary team.

CHRONIC PAIN REHABILITATION PROGRAM
SUPERVISORY PSYCHOLOGISTS:  EVANGELINA BANOU,PH.D. & JENNIFER MURPHY, PH.D.
The inpatient Chronic Pain Rehabilitation Program (CPRP) is one component of chronic pain treatment services at this VA. The CPRP is located on ward 2CWR (Physical Medicine & Rehabilitation Service), and consists of 12 inpatient beds. We are the largest and most comprehensive pain center in the VA and we have been designated as the VA’s “Best Pain Practice Site” and as the only pain rehabilitation “Clinical Program of Excellence” in the VA healthcare system. In 2004 we were awarded the prestigious VA Secretary’s Olin E. Teague Award for sustained contributions to the care of war-injured veterans and the American Pain Society's Clinical Center of Excellence in 2012. We receive over 2000 consults per year and admit between 180 and 200 participants per year to our inpatient program. The CPRP is unique in its interdisciplinary origins and administration, and is the only CARF-accredited inpatient pain program in the entire VA system.  Pain team staff members also operate an outpatient program and outpatient screening/treatment clinics, provide chronic pain consultation services throughout the hospital, conduct local and national staff education activities, and engage in funded and unfunded research. 
Primary staff involved in the program all specialize in chronic pain, and include Dr. Steven Scott, Chief of PM&R, a physiatrist trained in sports medicine and previously employed at the Mayo Clinic.  We are involved in training individuals from a variety of disciplines, and recruit internationally for our Pain Fellow (typically post-resident neurologists) positions.  In addition, our facility has the only VA-funded psychology postdoctoral fellowship in Clinical Psychology with an emphasis on Pain Psychology and whose training occurs largely within the CPRP.  
Unique aspects of the Pain Program rotation

a) Opportunity to observe directly the salient and rapid impact of intensive pain treatment programming on individuals with severe and long-standing disability.

b) Close involvement with a high‑functioning interdisciplinary team selected as a "model team" for the facility.
c) In depth exposure to two complementary, but far from identical medical approaches to the diagnosis and treatment of chronic pain through frequent contact and consultation with the program's Neurology Pain Fellow and Physical Medicine & Rehabilitation physiatrist.

d) Experience in a program that uses a range of behavioral techniques (e.g., operant conditioning, cognitive‑behavioral therapy, reinforced practice, compliance monitoring, traditional therapy and assessment, etc.) to promote behavior change.

e) Familiarity with a wellness approach to the treatment of chronic medical problems that emphasizes patient responsibility for health and progress.

f) Familiarity with a wide range of medical disorders that have chronic pain as a component.

g) Opportunity to serve as the mental health expert (among other roles) of the team. 

h) In depth experience with the MMPI-2 as applied to medical-surgical patients and mixed psychiatric/medical-surgical patients. 

Rotation Requirements:

· Complete 1 admission consultation weekly (includes pretest battery, interview, and report preparation).

· Serve as the designated therapist for a maximum of 3 participants at any one time.

· Attend (and eventually conduct) patient groups.

· Write progress notes on patients whose care you coordinate.

· Collect posttest results for patients you coordinate.

· Attend and participate in weekly team activities (patient rounds, team meetings, weekly pain educational sessions).

· Participate in Admission Screening Clinics several time per week and conduct long-distance screenings as needed.

· Observe other treatment modalities (e.g., PT, OT, pool therapy).

· Complete phone screenings as time is available.

Rotation Learning Objectives:  By the end of the rotation, the intern will:

· Demonstrate the ability to rapidly integrate and document the medical and psychological information needed to determine a patient’s eligibility for the CPRP.

· Demonstrate knowledge of cognitive behavioral strategies for chronic pain management by effectively serving as the designated therapist a number of participants.  This will include:

· Demonstrating skills in monitoring and facilitating program compliance 

· Dealing with patient crises which may develop

· Consulting with nursing/medical staff regarding treatment approaches

· Arranging for special needs to be addressed by the team 

· Providing limited focus individual therapy

· Demonstrate understanding of and ability to present the cognitive behavioral philosophies for managing chronic pain by conducting patient groups.

· Demonstrate the ability to function in the role of a “junior psychologist” on an interdisciplinary pain rehabilitation team.

· Demonstrate clinical writing skills and professional responsibility by:

· Writing progress notes on patients whose care you coordinate.

· Writing psychological pain evaluations and integrated reports.

· Demonstrate knowledge of the pain literature concerning treatment, classification, and etiology and related general medical terms and disorders.

· Demonstrate knowledge and appropriate utilization of non-psychological pain treatment modalities by observing these treatments (e.g., CT guided nerve blocks, PT, OT, pool therapy, etc.).

COMMUNITY LIVING CENTER/GEROPSYCHOLOGY

SUPERVISORY PSYCHOLOGIST: HENRY AGOSTINI, PH.D.

The role of the psychologist has been increasing very significantly in clinical work with the community living center and geriatric medicine populations.  Aside from the traditional clinical roles of the psychologist such as psychological testing, evaluations and psychotherapy; other functions have been in increasing demand in the work with these populations, i.e., health psychology interventions, pain management, cognitive therapy work, group psychotherapy, education, family work, and consultation to other members of the clinical team.  The special characteristics and needs of these populations have demanded that relevant psychological tests and treatment techniques be developed for the particular use with these patient populations.  The patient population in the Community Living Center (CLC) is quite varied, including elderly patients, younger patients with severe medical conditions, closed head injury patients, dementia patients, and other conditions.  The CLC at the Tampa VAH is a 180 bed facility located next to the general VA Hospital in Tampa.  The CLC has a full time psychologist who works exclusively in the CLC, providing diagnostic, treatment, educative, and consultative functions.  As part of this program, Psychology interns rotate through the CLC and work directly with the psychologist as they participate in a variety of clinical activities, under supervision.  In addition, they attend educational meetings on geriatric health and mental health that are carried out by CLC staff, and USF medical staff.

Upon completion of this rotation the intern will be able to:

1.
Articulate the types of problems, psychopathology, and medical conditions often found in nursing home and geriatric patient population and organize treatment plans for individual cases within this population.

2.
Select, administer, interpret, and write up the results of psychological and neuropsychological test results of these patients.

3.
Display enhanced skills in evaluation, counseling, and psychotherapy.  

4.
Work with teams and staff at the Community Living Center on patient care issues and educational issues. 

5.
Demonstrate enhance skills in the consultation process.  The intern will carry out the entire process of receiving a consult, evaluating patients, and writing up the clinical consult to be sent to other staff under supervision.

6.
Demonstrate improvement in team building and working successfully with all roles and disciplines at the CLC.

INPATIENT PSYCHOLOGY – ARC
SUPERVISORY PSYCHOLOGISTS:  KIMBERLY GRONEMEYER, PSY.D. & STEPHANIE MILLER, PH.D.
This rotation involves working in the Acute Recovery Center (ARC). Psychological duties involve: 1) psychological interview and assessment; 2) provision of treatment, including brief individual counseling and group therapy; and 3) integration of psychological services into multidisciplinary health care teams. This rotation is geared towards interns interested in the evaluation and treatment of individuals with severe and persistent mental illness, crisis intervention, and crisis stabilization.

ARC:

The ARC is a 40 bed inpatient unit that provides a short term, acute crisis stabilization program at the Tampa VA hospital with an average length of stay being three to seven days. Diagnoses include a broad range of psychopathology including psychoses, mood disorders, PTSD, dementias, personality disorders, and addictions. Supervised training experiences are provided in:  

1.
Exposure to patients in acute states of anxiety, psychosis, depression, mania, and dementia

2. 
Psychological assessment to aid in differential diagnosis of co-occurring psychiatric disorders and treatment planning.

3.
Group psychotherapy and facilitation of psycho-educational groups.

4.
Brief supportive counseling.

5.
Participation in multidisciplinary treatment teams.
6.
Exposure to suicide prevention services.
Rotation Training Objectives:  By the end of the rotation the intern will be able to:  

1. Demonstrate interviewing and counseling skills including developing rapport, showing empathy, active listening, re-direction, limit setting, de-escalation, etc.  

2. Demonstrate accurate diagnostic skills, based largely on clinical interview, with appropriate treatment recommendations/plans.

3. Demonstrate ability to integrate results of psychological testing into coherent reports regarding differential diagnosis of co-occurring psychiatric disorders and treatment planning.

4. Demonstrate skills needed to co-lead psycho-educational groups including imparting information, encouraging participation, limit setting, etc.

5. Demonstrate ability to work effectively with multidisciplinary treatment teams and effectively consult with other health care disciplines by defining and learning the limits of being a consultant, being able to provide concise answers to referral questions, and learning to appreciate and respect alternate points-of-view.

MEMORY DISORDERS CLINIC/GENERAL OUTPATIENT NEUROPSYCHOLOGY

SUPERVISORY PSYCHOLOGISTS:  ERIC SPIEGEL, PH.D. & JESSICA VASSALLO, PH.D., ABPP-CN
The role of the neuropsychologist is somewhat unique in that it requires delivery of a specific service across hospital settings rather than a variety of psychological services to a particular ward or unit.  Although neurology has traditionally been a primary consumer of neuropsychological evaluations, this form of assessment is now as frequently requested by Primary Care, Internal Medicine, Geriatric Medicine, Psychiatry, and other specialties.  Consultation requests from outpatient sections (e.g., HIV-AIDS Clinic, Falls Clinic, Persian Gulf and Agent Orange Registries) also occur when assessment of the neurobehaviorally-impaired patient is pertinent to the treatment endeavor.  Primary responsibilities include participation in the Memory Disorder Clinic, which provides screenings and comprehensive evaluations of potential early-stage dementia and pre-dementia syndromes, and Outpatient Neuropsychology Clinic, which provides comprehensive evaluations to individuals of all age groups with potential neurologically-based cognitive dysfunction.  As part of the Memory Disorder Clinic, trainees will co-lead memory psychoeducation groups and participate in memory screening clinic day, which entails determining if further neuropsychological evaluation is necessary following a relatively brief encounter with the veteran.
The role of the neuropsychologist in this rotation is to provide a variety of assessment and consultation services.  The neuropsychologist attempts to determine the cognitive and behavioral deficits resulting from cerebral dysfunction secondary to disease or injury.  An assessment is also made of cognitive strengths so that such information can be utilized in rehabilitation and future vocational or placement planning.  This is accomplished by the rational, selective use of a variety of neuropsychological evaluation procedures (see below) as well as test instruments for functional assessment (e.g., Cognitive Change Checklist, Bayer IADL scale, Geriatric Depression Scale).  The general purpose of these evaluations is to determine potential disruption of general cognitive and behavioral function secondary to neurologic disease, identification of specific neurobehavioral deficits, and identification of critical areas of dysfunction which relate to rehabilitation potential.  

Specific questions addressed in consultation requests include (but are not restricted to) the following:

1. Documentation of symptoms in diagnosed neurological disease.

2. Issues of competency and decisional capacity.

3. Delineation of occupational/vocational disabilities.

4. Differentiation of neurobehavioral and psychiatric disorders.

5. Differential diagnosis of dementias and pre-dementia syndromes.

6. Rehabilitation planning.

The key training emphasis on this rotation is on a process-oriented, flexible/adjustive approach to neuropsychology in contrast to the fixed battery approaches.  In this approach, test instruments are selected to provide cognitive ability data relevant to the specific hypotheses formulated for the individual case.  Commonly employed procedures include selected WAIS IV subtests, tests of language ability (selected from the Benton Multilingual Aphasia Examination, Boston Diagnostic Aphasia Examination, Western Aphasia Battery), learning and memory tests (California Verbal Learning Test, Wechsler Memory Scale subtests), tests of visual-spatial competency (e.g., Benton’s Judgment of Line Orientation and Visual Form Discrimination), executive functioning tests (e.g., Wisconsin Card Sorting Test), and other selected procedures and tests, as well as self- and informant-report rating scales for assessing mood, subjective cognitive complaints, changes in cognitive activity profiles, and functional activities.  

Interns are expected to complete an average of three to four evaluations and reports each week.  These will include a combination of comprehensive evaluations, memory screenings, and co-led psychoeducation groups.  Interns will also attend rounds and other presentations pertinent to neuropsychology services.

By the end of the rotation, the intern will have:

1. A basic knowledge of standardized neuropsychological evaluation procedures including measures of intelligence, concept formation, language/aphasia, learning and memory (verbal, visual), visual-perceptual-spatial ability, sensorimotor ability, and executive functioning.  The emphasis is on a core evaluation with flexible-adjustive exploration of specific neurobehavioral syndromes.

2. Knowledge of common neurological disorders, brief screening evaluation procedures, and the interface of psychiatric/neurologic disease.

3. Knowledge and experience at an introductory level of the skills requisite for assuming the role of consultant to various services and departments within the healthcare settings.

MENTAL HEALTH CLINIC

SUPERVISORY PSYCHOLOGISTS: JAIME IACOBUCCI, PSY.D.; JEFFREY MORRIS, PSY.D. & PAUL SMILEY, PSY.D., ABPP-CN
The Mental Health Clinic functions as a busy primary care clinic for psychiatric problems.  The clinic sees between 1,300 and 1,400 patients every month.  The principal treatment objective is the restoration of the emotional equilibrium of veterans with psychiatric difficulties, and their families.  An equally important objective is the teaching of applied psychiatry and psychology to mental health trainees including psychiatry residents, medical students, psychology interns, social work interns, and nursing students.  Referrals are sometimes generated from within the clinic for specific evaluations, such as medication evaluation, psychological testing, or nursing home placement.  Consultations for brain scans or EEG are also sometimes made to aid in thorough evaluation and in rapid disposition and treatment planning.  

Treatment goals vary according to the individual needs of a patient but are often focused on crisis intervention and short-term therapy to aid stabilization.  Treatment plans are based in a complete and extensive evaluation of the biological, social, and psychological factors that affect the patient’s mental health.  Approximately sixty new cases are evaluated in the clinic every week.  The modalities of treatment utilized at the MHC include pharmacotherapy, individual short-term psychotherapy, supportive and psycho-educational group therapies, family and/or marital therapy, and behavioral therapy.  Much of the individual psychotherapy done at the MHC involves traditional supportive approaches and crisis intervention.  Insight-oriented psychotherapy and cognitive-behavioral therapy are also utilized when appropriate.  The various group psychotherapies at the MHC include a Prisoners-of-War support group, anger management group, Bipolar Disorder support group, and geriatric support group.  

The psychology intern assigned to the MHC performs intake evaluations each week as well as individual, group, and couples psychotherapy.  In the psychological testing clinic of the MHC, an intern evaluates at least one patient per week with psychological testing, which always includes objective personality testing (MMPI-2 or PAI) and additional tests as appropriate.  Direct clinical supervision is provided for all cases.  Weekly case presentations are made on a rotating basis by psychiatry residents, psychology interns, and doctoral pharmacy students and these case conference meetings are attended by MHC staff. 

For the following areas, the intern will:

1. Psychodiagnostics

a. Be able to determine when to use formal psychological tests and which tests to use   

b. Demonstrate knowledge of diagnostic categories.

c. Produce integrated reports of psychological testing and clinical data to reach appropriate conclusions.

d. Respond to testing referrals with rapid turn-around time.

2. Psychotherapy (emphasis on short-term therapy, frequently crisis-oriented)

a. Show an intermediate level of interviewing skills.

b. Make appropriate treatment plans and recommendations.

3. Consultation skills

a. Define the limits of being a consultant.

b. Provide appropriate and concise answers to referral questions.

c. Work appropriately with other disciplines and appreciate their points-of-view.

MILITARY TRAUMA -- PTSD 
SUPERVISORY PSYCHOLOGISTS:  KEVIN L. CROSWELL, PSY.D.; ELIZABETH FRAZIER, PH.D.; JESSICA GALLINATI, PSY.D.; DAWN JOHNSON PH.D.; NARINE KARAKASHIAN, PH.D.; AND BRIAN WILSON, PH.D.
The Military Trauma -- PTSD rotation is a training opportunity as part of an outpatient program (Trauma Recovery Program) providing psychological services to male and female veterans who have suffered posttraumatic stress reactions incurred during their military service. The majority of our veterans developed these reactions in response to serving in warzone theatres including but not limited to World War II, Korea, Vietnam, Gulf War (Deserts Storm and Shield), Operation Enduring Freedom (OEF), Operation Iraqi Freedom (OIF), and the Global War on Terror (GWOT).  Military research suggests that veterans with warzone-related PTSD report high rates of suicidality, aggressive and impulsive behavior, and diverse psychological and functional impairment due to depression, anxiety disorders, dissociative disorders, and substance abuse/dependence.  Patients seen in this program often present with a complex history of recurring traumatic experiences, sometimes early developmental traumas and/or repetitive combat-related traumas.  

The majority of veterans treated in the TRP program meets criteria for posttraumatic stress disorder or are having significant post-traumatic reactions requiring treatment (e.g. traumatic loss/complicated bereavement, major depression, survivor guilt, etc.) following exposure during military service.  During the initial evaluation process, emphasis is placed upon formulating an accurate diagnosis, thorough case conceptualization, assessing appropriateness and readiness for evidence-based psychotherapies or coping-skills based therapies, and making appropriate treatment recommendations including medication services.  These evaluations may include the administration of clinical interviews (Clinician Administered PTSD Scale or CAPS) or a modified structured clinical interview of PTSD; objective personality tests (e.g. PAI, MMPI-2, MCMI-III) and various self-report measures (e.g., Trauma Symptom Inventory 2nd Ed.{TSI-2}; Posttraumatic Checklist-Military Version {PCL-M} and other trauma-related symptom scales and life-event impact measures; Beck Depression Inventory, 2nd Ed.{BDI-2}, etc.).    

This clinic's model for treatment is consistent with Judith Herman's conceptualization of trauma treatment: 1) ensuring safety and stabilization; 2) mourning and integration of trauma material, and 3) establishing a meaningful and satisfying life through post-traumatic growth.  Treatment interventions used in this rotation adhere to evidence-based treatment approaches in line with current research, clinical expertise, and patient characteristics and values. There are two tracks for eligible veterans to participate in: Coping Skills and Trauma-Focused modeled after the National Center for PTSD. These tracks are in conjunction with appropriate psychiatric medication services.

Coping Skills: Veterans who are not ready for trauma-focused therapies but who are interested and in need of skills to help manage symptoms of PTSD, prior to engaging in trauma-focused therapies, are eligible for several evidence-based group psychotherapies. These include: CBT Symptom Management; CBT Anger Management; Seeking Safety for PTSD/SUDs; Acceptance and Commitment Therapy (ACT); and Motivational Enhancement among others. The goal of these groups is to provide education and psychological coping skills to help veterans with PTSD improve their quality of life and better manage distressing symptoms, but do not address specific trauma-related material for reprocessing. Veterans who complete these groups are either referred for more intensive therapy, transition to another group in preparation for trauma services, or are discharged from the clinic for follow-up care with other more appropriate services in the hospital. 

Trauma-Focused: For veterans deemed ready for more intensive treatment (exposure-based) is implemented. Trauma-processing is done through one of the three primary evidence-based treatments: Prolonged Exposure Therapy (PE; Foa, Hembree, & Rothbaum, 2007), Cognitive Processing Therapy (CPT; Resick & Schnicke 1996), and Eye Movement Desensitization and Reprocessing Therapy (EMDR; Shapiro, 1995; 2001).  PE, CPT, and EMDR are offered individually. CPT is also offered in a group format. The PTSD program is a specialty clinic focused on recovery from PTSD. After veterans have received maximum benefit from this program, they are discharged or can be referred back to general mental health clinics for additional services.

Goals and Requirements of Training Rotation:
Interns on this rotation will receive specialized training in the treatment of psychological conditions in both men and women that result from military trauma.  Interns will conduct initial evaluations, conduct psychological testing, co-lead psychotherapy groups, and conduct individual psychotherapy.  Training and exposure to both group and individually administered forms of intensive therapy will be provided.  Additional experiences include the opportunity to attend relevant workshops and to participate in ongoing research in this clinic.  
By the end of the rotation, the intern will have the ability to: 

1. Describe the theoretical underpinnings of PTSD and other psychological reactions germane to the experience of warzone-related reactions and other types of traumatic exposure. 

2. Conduct thorough psychological evaluations, using psychological testing when appropriate, and create relevant treatment recommendations based upon the results. In addition, be able to provide education and rationale for care to veterans and their families. 

3. Display basic understanding and competence in administering, scoring, report writing, and feedback of trauma-specific psychological testing instruments (e.g. TSI-2, PCL-M, TRGI, etc.) by conducting testing with several patients.

4. Write coherent and concise psychological reports and notes, while maintaining the dignity of the veteran and discussing sensitive issues appropriately. 

5. Implement at introductory level at least one form of trauma-specific, evidence-based psychotherapeutic interventions for PTSD (Prolonged Exposure and/or Cognitive-Processing Therapy; some exposure to EMDR).

6. Lead or co-lead multiple PTSD-specific coping skills group(s).   
7. Conduct additional individual psychotherapy and case management as appropriate to needs of veterans. 
8. Show through feedback and supervision an increased understanding of therapeutic process issues involved in working with traumatized populations, as well as, the effect of trauma treatment on the therapist.  

POLYTRAUMA/TBI TRANSITIONAL REHABILITATION 

SUPERVISORY PSYCHOLOGISTS:  ANN CRADIT, PH.D. & JENNIFER DUCHNICK, PH.D., ABPP-RP 
This rotation occurs within the context of the Polytrauma Rehabilitation Center, which is housed in the Physical Medicine & Rehabilitation Service. The transitional program is an interdisciplinary rehabilitation program for soldiers and military veterans who sustained severe trauma to multiple systems. It consists of both outpatient day treatment and a residential program. Brain injury is the most common injury, with most program participants also having sustained orthopedic trauma, amputation(s), spinal cord injury, and/or burn injuries. Many were exposed to combat trauma and have psychological disorders related to war experiences or injury-related events. Primary transitional program goals are to aid participants': 1) return to community living with maximum independence, and 2) return to productive community roles, with an emphasis on work or formal education programs. Family member involvement is encouraged and education and supportive services are offered to participants' spouses, children, and/or members of family of origin.

The outpatient day program component has been in existence since 2006 and underwent CARF accreditation in March of 2007. It is a half-day interdisciplinary program, five days per week, providing group and individual therapeutic activities for patients and families. Areas targeted include cognitive skills, functional living skills, community reintegration skills, and management of emotional and behavioral symptoms post brain injury. Therapeutic work activities are available and educational guidance is provided through vocational rehabilitation. This program typically serves 5- 6 participants at a time, with opportunities for sustained, intense and coordinated treatment from multiple disciplines focused on assisting the patient to return to successful community living with maximum independence. Participants are typically in their 20s or 30s and reside locally with family members. Length of time since injury ranges from a few months to a few years. The transitional residential program began in August of 2007 and continues to develop programming as we move into our new Transitional Building and treatment space. Transitional residential patients are housed on the hospital campus. This modular building includes patient residences, treatment clinics, and common areas for patient use. Current capacity is 7 residential patients. Therapeutic activities are similar to those of the outpatient day program, with additional home management therapies and emphasis upon community reintegration. Transitional program psychologists function as members of the interdisciplinary treatment team and provide a full range of psychological rehabilitation services within both component programs.

The Transitional program psychologists are involved in both evaluation and treatment. Initially, the psychologists help the team to identify and conceptualize the nature of cognitive, emotional, personality, and psychosocial issues that may affect the individual's progress in continuing rehabilitation, adjustment to injury, and quality of life issues. At this level of rehabilitation, patients may present with emotional issues related to disruption of life roles with injury, discomfort with community re-entry, or loss of relationships. The psychologists work closely with the treatment team to address emotional issues as they arise, and to implement environmental or behavioral interventions to assist with management of behavioral sequelae of injury. Emotional reactions to injury are treated through weekly individual therapies and psychology treatment groups. Psychology groups also provide interventions to build patients' knowledge of deficits and skills for managing cognitive symptoms of brain injury. 

A clinically-oriented, flexible/adaptive approach is used for conducting admission  evaluations.  Evaluations involve chart review for relevant history, clinical interview, collateral interview when possible, and administration and scoring of appropriate questionnaires or tests. If recent Neuropsychological evaluation is available, those findings are reviewed and considered. Recommendations are provided to the treatment team through multiple formats. Opportunities for neuropsychological evaluation are available with a subset of patients. Evaluation instruments are selected based on clinical questions and on consideration of the individual's current behavioral repertoire, but typically include assessment of intellectual ability, learning and memory abilities, visuospatial abilities, reasoning/concept formation ability, attentional control and other executive functions.  Instruments assessing emotional state and personality/ psychopathology may also be used.  
The intern will work with both Psychologists in both components of the program. Rotation focus will be on multiple roles typical for rehabilitation psychologists, such as: patient evaluation, individual, group and family treatment, provision of consultation to other disciplines comprising the treatment team, coordination of interdisciplinary interventions, and education of rehabilitation staff. Various components of the holistic treatment model will be utilized for case conceptualization, including the focus on the adjustment process and compensatory management of TBI related cognitive deficits.  For the intern, involvement in Transitional Group, Goals Group, and Healthy Lifestyles group is expected, with opportunity for involvement in groups primarily led by other rehabilitation disciplines, as interested. Skills related to provision of consultation to providers from varied disciplines will be a focus of training, with opportunities to provide input at team and family meetings.  Provision of individual therapy for several patients, 1-2 times per week, is anticipated, in addition to other rotation responsibilities. The intern will also participate in program development and team building activities.

By the end of the rotation, the intern will demonstrate:

1. Knowledge of the varied roles of the rehabilitation psychologist with emphasis in a holistic approach to recovery following polytrauma including TBI.

2. The ability to function as an integral member of an interdisciplinary treatment team.

3. The ability to provide psychotherapeutic interventions addressing related cognitive, physical, emotional, and social sequelae post trauma.  

4. Knowledge of the holistic approach to incorporating families in treatment of brain injury.

PRIMARY CARE CLINIC - BEHAVIORAL HEALTH (PCC-BH)

SUPERVISORY PSYCHOLOGISTS: MELISSA LEEDY, PH.D. &  JACLYN LEWIS-CROSWELL, PSY.D.
As part of a nationwide initiative and in response to local needs, PCC-BH was recently developed to better integrate mental health treatment with primary care providers by providing brief mental health consultation and behavioral health interventions. The philosophy of PCC-BH is one of “population-based care,” which is consistent with the primary medical care model, in which a small number of non-specialty services are provided to a large number of people. The intent is to treat behavioral and medical issues so that the person has improved ability to self-manage their medical and mental health needs relatively independently. Goals of this integrated biopsychosocial model of care include increased access to behavioral health consultants who provide rapid feedback, early recognition and brief interventions of mild to moderate severity mental disorders, and improved collaborative care and management of patients with biopsychosocial issues within the primary care setting. 

Interns on this rotation would function as interdisciplinary team members across all 8 primary care teams to assist the primary care physician (PCP), psychiatrists, nurses, case managers, social workers, nutritionists and dietitians in managing the overall health of veterans. The intern's role on this rotation would be to provide:
1. brief (30 minute) functional interviews with feedback reported directly to the referring provider,

2. triaging to appropriate specialty mental health clinics, and 

3. individual short-term (2-8 30-minute appointments) problem/solution-focused interventions targeted to reduce symptoms and improve health and quality of life.  

The basic treatment approach is based on brief patient interactions that focus on self-management of the presenting problems. Treatment typically involves addressing presenting problems such as mental health issues that can be treated in 2-8 sessions 30-minute appointments, including: mild to moderate depression, anxiety, PTSD (Psychoeducation), adjustment disorders, bereavement/grief, relationship/marital concern, and diagnoses where the patient is having trouble coping with a psychosocial stressor.  Additionally, behavioral health concerns will be treated such as: relapse prevention, sleep disturbance, sexuality, stress, substance misuse, tobacco use cessation, weight management, wellness interventions, chronic illness management, adjustment to medical condition, diabetes management, and difficulty with adherence to medical regimens. 

Treatment interventions are brief, evidence-based, educational/skills-based in nature, and emphasize practice and home-management. Interventions may include Cognitive Behavioral Therapy (CBT), Acceptance and Commitment Therapy (ACT), Motivational Interviewing (MI), Problem Solving Therapy (PST), or stress management. Referrals are generated from warm-hand offs, formal and informal consultations, and positive screens on depression, alcohol, PTSD measures, etc that are conducted by nursing during the veteran's primary care visit. 

 Interns are expected to co-facilitate classes currently led by a primary rotation supervisor such as Cancer Orientation and Education Class, Living Life Well – an Acceptance and Commitment Therapy approach for depression, Stress Management Class, a motivational interviewing-based group for weight loss, and a CBT/DBT skills group for disordered eating.  Other classes may be developed in the future. Another potential training opportunity is to co-facilitate a Group Medical Appointment with a Primary Care Provider, Pharmacist, and/or Dietitian.  A typical day for an intern might include facilitation of one class, four scheduled appointments, and one to two walk-in appointments for crisis management and/or new patient appointments for the presenting issues listed above.  Supervision is scheduled weekly. Additionally, spontaneous supervision opportunities are available on a "curbside" basis. 
At the end of the rotation, interns will:

1. Thoroughly and competently complete brief chart reviews prior to patient interview to help guide clinical interview and conceptualization.

2. Demonstrate accurate treatment recommendations/plan/triaging based on brief interview. 

3. State the rationale for the selection of appropriate therapeutic interventions based upon a sophisticated knowledge of pathology informed by theory, culture/diversity, and science.

4. Competently select and implement a wide range of brief, problem-focused interventions in an efficient and effective manner including brief CBT, MI, ACT, or PST.
5. Provide clear and thorough feedback to other professional providers through brief face-to-face consultation, via email, and/or through report writing. 

6. Demonstrate competency in assessing risk factors and utilizing hospital procedures regarding suicidal/homicidal ideation as decided upon in the Standard Operating Procedure (SOP) for JAHVA.  
PRIMARY CARE & MEDICAL PSYCHOLOGY

SUPERVISORY PSYCHOLOGIST:  J. SIDNEY DAVIS, PH.D.

Primary Care and Outpatient Medicine is an exciting and multifaceted rotation that allows interns to gain experience in the areas of behavior that may contribute to the disease process. This clinic conducts comprehensive patient assessment, health risk appraisal, staff consultation, and psychological intervention for those with medical problems.  This includes both primary and secondary prevention of disease using evidence-based treatments as well as stress management and coping with disease. This rotation includes interdisciplinary, as well as individual, Psychology clinics as the major training site. 

Components of the rotation include the following: 

Cardiac Rehabilitation program involves psychological assessment of each individual entering the formal multidisciplinary treatment program.  A weekly therapy group is a large component of the program, as well as psychoeducational lectures.  Individual therapy for patients within the program may also be provided.  Interventions have the goal of facilitating healthful lifestyle changes.

Weight Reduction program includes a weekly therapy group, individual therapy for selected patients, psychoeducational presentations, and multidisciplinary program planning and evaluation.  Patients in this program are usually those who have been challenged by other conventional programs.

Smoking Cessation is a major focus of this rotation and is emphasized across clinical settings (as is weight reduction).  There is a formal smoking cessation program that meets weekly, utilizing evidenced based treatments, and is co-led with an internal medicine physician.  Chantix and nicotine replacement therapies are utilized in additional to behavioral treatments.

The psychologist on this rotation (along with the Health Psychology rotation) is also one of the few in the country embedded in a GI-Liver clinic where the intern may work directly with the medical team to address behavioral aspects of liver disease.  This may include assessment of the use of alcohol, psychological evaluation to determine the appropriateness of an individual to engage in antiviral therapy for hepatitis C, or to assist in facilitating the completion of treatment by addressing psychological side effects of treatment such as depression or increased anxiety.

Recognizing that sleep is a major influence upon health and overall quality of life, this rotation now includes a formal treatment program for insomnia in conjunction with the Health Psychology rotation and with Pulmonary/Sleep Medicine Service.  Participation includes psychological evaluation prior to enrollment in a largely psychoeducational treatment program that addresses behavioral aspects of sleep and sleep disorders.

Individual psychology clinics are utilized during this rotation to address specific concerns and may range from treatment of depression due to a combination of health factors and psychosocial stressors, adherence issues e.g., in the treatment of diabetes, assisting in making lifestyle changes necessary for disease management such as in HIV+ individuals, or to address issues resulting from change in physical status or disability.  Both health-related issues and psychological adjustments are emphasized.

By the end of this rotation, the intern will be able to:

1. Identify specific skills and contributions that psychologists make toward the management of disease. 

2. Describe the role of a psychologist in a health care setting.

3. Evaluate the appropriateness and utility of psychological assessment instruments such as the NEO-PI-R and how they may be applied in a health care setting. 

4. Describe specific interventions, both medical and psychological, for the treatment of a variety of health-related conditions including obesity, hepatitis C, cardiovascular disease, nicotine dependence, and insomnia.

SPINAL CORD INJURY/DISORDERS REHABILITATION PROGRAM
SUPERVISORY PSYCHOLOGISTS: GLENN CURTISS, PH.D.; MILAGROS EVARDONE, PH.D., & CATHERINE WILSON, PSY.D., ABPP-RP
This rotation occurs within the context of the Spinal Cord Injury/Disorders (SCI/D) Service.  The SCI/D Service provides clinical care to individuals who have sustained spinal cord injuries or who suffer from other causes of spinal cord dysfunction, such as multiple sclerosis, spinal stenosis, tumors, or amyotrophic lateral sclerosis.  The service is located in a recently constructed building dedicated to the care of individuals with SCI/D. The inpatient component is comprised of 100 inpatient beds, including 10 beds for individuals dependent on ventilators and 30 beds for individuals who reside in our SCI/D community living center. The SCI/D Inpatient Rehabilitation Program is CARF-accredited and has been designated as a VA Clinical Program of Excellence.  The SCI/D Service also provides rehabilitation services through outpatient and home-care services programs. Annually, it provides acute and sustaining care to more than 1200 individuals.  Patient characteristics vary considerably from the older WWII veteran to young active duty individuals injured in the Global War on Terrorism.  

The SCI/D Service uses a multidisciplinary team model of health care delivery.  SCI/D psychologists function as members of the multidisciplinary teams and provide a full range of psychological rehabilitation services.  The SCI/D psychologist helps to identify and conceptualize the nature of cognitive, personality, and psychosocial issues that may affect the individual's progress in rehabilitation, adjustment to SCI/D, and quality of life.  Common findings include mood and adjustment disorders, substance abuse/dependence, personality disorders/characteristics, grief and loss, changes in primary relationships, and cognitive impairment from concomitant head injury or pre-morbid neurological disorder.  The psychologist then provides appropriate services to address these issues in coordination with other team members.  Psychotherapeutic interventions range from relatively brief series of problem-focused interactions to longer-term treatment of adjustment to disability.  Twice weekly group therapy is provided to patients completing rehabilitation for new injuries.  

A clinically-oriented, flexible/adaptive approach is used for conducting cognitive and psychological evaluations.  Evaluations involve chart review for relevant history, staff consultation, clinical interview, collateral interview (when available), administration and scoring of appropriate tests, interpretation of test performance, and the production of a written report of the findings and recommendations.  Evaluation instruments are selected based on clinical questions and on consideration of the individual's current behavioral repertoire.  Regardless of the specific instruments selected, neuropsychological evaluations typically include assessment of intellectual ability, learning and memory abilities, visuospatial abilities, reasoning/concept formation ability, attentional control and other executive functions, and emotional state and personality/psychopathology.  Feedback to the veteran/active-duty personnel and their family, as appropriate, is conducted in a manner to further therapeutic goals.  

The intern may work with veterans in both the inpatient and outpatient components of the program, although the acute rehabilitation inpatient program is emphasized.  The intern will work primarily with veterans admitted for acute rehabilitation of new injuries (as little as 5 days post-injury) conducting psychological and cognitive evaluations, and providing therapy.  Interns provide individual psychotherapy to appropriate patients, and co-facilitate supportive group therapy and the Self-Esteem and Loss semi-structured therapy group.  Close involvement and consultation with the treatment team including attendance at weekly team meetings and team rounds is expected.  Participation in the weekly meeting of the SCI/D psychologists and the monthly SCI/D Psychology journal club is also expected.

By the end of the rotation, the intern will:

1. Demonstrate knowledge of the etiology and physical, cognitive, and psychosocial sequelae of SCI/D through case conceptualizations and 10 brief presentations to the SCI/D psychologists on common secondary physical conditions.  Such knowledge is acquired through completion of directed readings, participation in SCI/D Nursing Orientation sessions, and attendance at relevant SCI 101 Seminars. 

2. Verbalize the rationale for test selection and administration of psychological and cognitive assessment instruments in a rehabilitation setting. 

3. Demonstrate an evolving synthesis of the above to enhance the quality of care provided to patients by producing (a minimum of 4) integrative written reports of patients’ history, interview findings, behavioral observations, and psychological test findings with clear and concise recommendations for treatment and rehabilitation.

4. Demonstrate advanced skills in providing individual and group psychotherapeutic interventions that address the broad range of psychological and psychosocial sequelae of SCI/D. Skills are acquired through case and group therapy provision and active utilization of supervision.

5. Initiate and discuss his/her awareness of and sensitivity to multidisciplinary treatment team functioning and the role of Psychology in SCI. This awareness and sensitivity is developed through interactions as an integral member of the treatment team, liaison with other health care professionals, and during supervision sessions. 

TRAUMA RECOVERY PROGRAM (TRP) – MILITARY SEXUAL TRAUMA
SUPERVISORY PSYCHOLOGISTS:  BONITA CARINE, PH.D. and KRUTI SHAH, PSY.D.
The Trauma Recovery Program (TRP) provides psychological services to male and female veterans who have been victims of sexual assault, sexual harassment, and/or domestic violence while serving in the armed forces.  Research suggests that veterans with military sexual trauma (MST) report high rates of suicidality, self-injurious behavior and general psychological impairment.  Patients seen in this clinic often present with a complex history of lifetime traumatic experiences and current medical problems.  Although the majority of veterans treated in the TRP meet criteria for posttraumatic stress disorder, not all do. Treatment is therefore provided for a broad range of clinical diagnoses including depression, borderline personality disorder, dissociative disorder, mood disorders, sexual aversion, gender identify disorder, and OCD while maintaining primary emphasis on trauma processing.   The initial evaluation process consists of formulating a thorough case conceptualization, assessing potential therapy-interfering behaviors and making appropriate treatment recommendations.  These evaluations may include the administration of clinical interviews (Clinician Administered PTSD Scale or CAPS); objective personality tests (e.g. PAI, MMPI-2) and self-report measures (e.g., Trauma Symptom Inventory; and other trauma-related symptom scales and life-event impact measures; Beck Depression Inventory, State-Trait Anxiety, etc.).    

This clinic's model for treatment is consistent with Judith Herman's conceptualization of trauma treatment: 1) ensuring safety and stabilization; 2) mourning and integration of trauma material, and 3) establishing a meaningful and satisfying life.  The TRP is a specialty clinic and either prior to treatment in this clinic or after veterans have received maximum benefit from this program, they may be referred  to general mental health clinics for additional services. This is especially relevant in treating women with sexual traumas who also have a history of childhood sexual abuse, as some may need an extended period to emotionally stabilize and reduce the chaos in their lives. Aftercare groups are also offered in this clinic for individuals who do not have broader mental health needs.

Treatment interventions used in the TRP generally adhere to empirically supported treatment approaches, and are focused on recovery from trauma.   Seeking Safety groups (Najavits, 2002), which were developed for veterans with trauma and substance abuse disorders, are utilized to aid stabilization and help MST clients acquire emotional self-regulation skills necessary in order to tolerate the emotional demands of more intensive PTSD-related interventions.  Individual Seeking Safety may be offered, depending upon patient need and provider availability.  Interns often are extremely valuable as means to assist patients in preparing to enter a group or begin trauma processing, or work more intensively on special issues, e.g. Panic attacks,  OCD, or phobic behaviors which frequently co-occur with PTSD. Interns may also choose to work with Symptom Management Group , which is a psychoeducational group focused on skill building in areas such as sleep problems, communication, relaxation, and anger, which are commonly problematic for individuals with trauma related disorders. Opportunity is also available to co-facilitate a group based on Positive Psychology which is aimed to improve veteran’s quality of life either following successful completion of trauma processing or for individuals who choose to focus on identifying strengths and virtues that enable them to thrive.

For veterans deemed ready for more intensive (exposure-based) trauma-processing, Cognitive Processing Therapy (CPT; Resick & Schnicke 1996) is currently provided in individual and group modalities which are empirically validated formats of treatment.  This therapy utilizes Cognitive Behavioral techniques specifically applied to PTSD which have been demonstrated through research as well as clinical experiences to be especially effective.  Other empirically-validated interventions (individual sessions) utilized by TRP and PTSD program staff include Prolonged Exposure Therapy (PE; Foa, Hembree, & Rothbaum, 2007). Eye Movement Desensitization and Reprocessing Therapy (EMDR; Shapiro, 1995; 2001) is available on an individual basis.. Both CPT and PE are evidenced based therapies that the national office requires each VA  to provide due to their demonstrated efficacy.

Interns on this rotation will receive specialized training in the treatment of psychological conditions in both men and women that result from sexual trauma.  Interns will conduct initial MST evaluations, co-lead psychotherapy groups, and conduct individual psychotherapy.  Training in Seeking Safety, CPT, and exposure to individually administered forms of intensive therapy will be provided.  Additional experiences include the opportunity to attend relevant workshops and to participate in ongoing research in this clinic.  

By the end of the rotation, interns will be able to: 

1. Demonstrate ability to accurately assess PTSD and common concomitant disorders, and to utilize appropriate assessment tools for psychological evaluations. 

2. Verbalize the diagnostic and theoretical underpinnings of PTSD and specifically MST as a subspecialty within PTSD, as well as differentiate PTSD from other anxiety disorders.

3. Identify and describe gender specific, cultural, historical and psychosocial sequelae relevant to survivors of sexual trauma. 

4. Demonstrate ability to lead psycho-educational groups, including skill building exercises, limit setting, and redirecting to focus.

5. Utilize increasing knowledge of MST in therapeutic interactions with patients by using rapport building techniques and cognitive – behavioral techniques, and document all therapeutic interactions accurately and concisely while protecting the patient’s confidentiality around sensitive areas. 

6. Demonstrate competency in assessing risk factors and utilizing appropriate hospital procedures in regard to providing patient care.

7. Verbalize the effects of sexual trauma treatment upon the psychologist and demonstrate ability to manage those effects that may arise during a course of treatment.

TRAUMATIC BRAIN INJURY/REHABILITATION CLINICAL NEUROPSYCHOLOGY

SUPERVISORY PSYCHOLOGISTS:  HEATHER G. BELANGER, PH.D., ABPP-CN & RISA NAKASE-RICHARDSON, PH.D.

This rotation involves participating in an interdisciplinary approach to assessment and rehabilitation of individuals with brain injuries and polytrauma.  On this rotation we will responds to consult requests from the Rehabilitation Medicine Service to evaluate TBI inpatients in our acute rehabilitation program.  Occasionally, outpatients are also seen for follow-up evaluations. Patient populations include:  traumatic brain injury, polytrauma, anoxia, and occasional brain tumor.  Tampa VAMC is one of four lead VAMCs TBI and Polytrauma rehabilitation centers (see website at http://www.polytrauma.va.gov/). These lead sites are also involved in a Department of Defense funded traumatic brain injury (TBI) program, DVBIC  (see website at http://www.dvbic.org/).  Psychologists are involved in the assessment of these patients and are core team members on interdisciplinary treatment teams.  Two interrelated TBI rehabilitation programs are on the same unit – Acute Rehabilitation and an Emerging Consciousness Program. 
The assessment protocol for TBI and Polytrauma patients consists of a 90 minute core battery of traditional neuropsychological instruments.  This brief core battery is typically supplemented with additional measures to address particular clinical questions.  General clinical referrals typically result in an assessment of the cognitive and behavioral deficits resulting from brain dysfunction, the residual cognitive strengths for rehabilitation and vocational planning purposes, and personality and emotional adjustment issues that may impact treatment participation.  

A clinically-oriented, flexible/adjustive approach is used in the neuropsychological assessment process.  Commonly employed test measures include:  selected WAIS-IV subtests, California Verbal Learning Test -II, Brief Visuospatial Memory Test – Revised, subtests from the Delis-Kaplan Executive Function System (e.g., Verbal Fluency and Color-Word Test), Rey-Osterrieth Complex Figure drawing, Trail Making Test, Design Fluency, and Wisconsin Card Sorting Test.  Less commonly employed would be sensory-perceptual and psychomotor measures such as the Grooved Pegboard.  

For interns interested in emerging consciousness, opportunity exists to perform neurobehavioral assessments and outcome measurement of patients with disordered consciousness and acute confusion/delirium due to a variety of neurological disorders/complications. Bedside neurobehavioral examinations include use of brief tests to quantify change over time in patient’s level of responsiveness, behavior, and cognition. Measures such as the Coma Recovery Scale, Glasgow Coma Scale, Galveston Orientation & Amnesia Test, Agitated Behavior Scale, Mississippi Aphasia Screening Test, Confusion Assessment Protocol, and Disability Rating Scale are commonly used measures. Frequency of evaluation varies with patient condition and treatment protocol. Patient undergoing treatment with disordered consciousness often present with unique behavioral challenges. Once patient has emerged from disordered consciousness, formal neuropsychological evaluation is commonly initiated.

Interns are expected to perform up to two evaluations each week.  This involves reviewing the chart for relevant history, conducting a careful clinical interview, noting relevant behavioral observations, conducting the evaluation using a variety of neuropsychological tests, scoring the tests and looking up the age-adjusted norms (or age-and-education-adjusted norms), interpreting the results, and writing integrated reports.  

In addition to neuropsychological assessments, interns will participate in weekly interdisciplinary treatment team meetings.  There is also the opportunity to participate in various individual and group activities lead by psychologists for both patients/families and staff.  Opportunities for family feedback/education and behavioral management intervention are possible. 
Training objectives:  
By the end of the rotation the intern will be able to:  

1. State the rationale underlying the selection of various neuropsychological tests and other assessment methods for use with individuals with different severities of TBI.
2. Perform neuropsychological evaluations utilizing standardized instruments in a flexible-adjustive, clinically-guided approach, and incorporate “process” observations into the interpretive endeavor.

3. Produce a journeyman's quality written, integrated neuropsychological report that provides functional and practical information to the rehabilitation team and includes appropriate recommendations. 
4. Identify and describe common neurobehavioral syndromes or clinical problems that occur in individuals with TBI.
5. Function effectively as a consultant to other health care providers in relation to psychological, social, and emotional issues associated with TBI.

6. Cite the major literature on common cognitive, behavioral, emotional, personality, and psychosocial issues related to brain injury and polytrauma (this would include being knowledgeable of the Veterans Health Initiative on Traumatic Brain Injury (http://www1.va.gov/vhi/docs/TBI.pdf).  
WOMEN’S HEALTH CENTER

SUPERVISING PSYCHOLOGISTS: AMANDA GROSSENBACHER, PSY.D.; KRISTEN KEUNE, PH.D. & SUSANA KUGEARES, PH.D.

The Women’s Health Center (WHC) is a comprehensive health care clinic that offers services in primary care, gynecology, nutrition, psychiatry, psychology, and social work "under one roof" for women veterans.  The WHC was established in 1993 as one of four original women’s health centers in the national VA system and still serves as a model for new women's clinics across the country.  It remains the busiest Women’s Center in the VA system, treating an average of 1300 patient per month.  The mental health team in the WHC functions like a general outpatient mental health clinic and three psychologists, two psychiatrists, five to six psychiatric residents, and a social worker.  Treatment is provided for the range of Axis I and Axis II disorders, most commonly PTSD and sub-threshold PTSD, other anxiety disorders, depression, anger dysregulation, chronic pain, Cluster B disorders, and relational problems.  Trauma, especially sexual trauma, is prevalent among female veterans and their emotional problems are often rooted in those past traumas.  Less often, sexual dysfunction, impulse disorders (e.g., trichotillomania, gambling), and adjustment to Axis III illnesses (e.g., diabetes, cancer, reproductive problems such as infertility or STD frequently associated with past sexual assault) are the focus of treatment.  
The WHC psychologists  conduct diagnostic evaluations and provide individual and group therapy.  The goal of the evaluation is to develop a strong and thorough conceptualization of the veteran's problems which is broader that just presenting symptoms or diagnosis.  When helpful, an MMPI-2 or other psychological tests are included in the evaluation.  
An intern on this rotation will conduct an average of two evaluations each week, provide individual therapy to four to five veterans, and co-lead one or two therapy groups.  The intern will have the opportunity to Dialectical Behavior Therapy (DBT), Acceptance and Commitment Therapy (ACT), Cognitive-Behavioral Therapy (CBT), exposure therapy for anxiety disorders, and Control mastery Theory – an  evidence-based psychodynamic therapy.  Current therapy groups include: a 6-month DBT group; ACT groups for PTSD/Depression, chronic pain, and disordered eating; and a support group that incorporates process work and ACT skills when relevant.  

By the end of the rotation, an intern will be able to:

1. Accurately differentiate trauma sequelae from other psychiatric conditions (e.g., affective dysregulation, bipolar disorder). 
2. Produce psychological reports that clearly convey the conceptualization of the veteran's problems and the rationale for the treatment plan.  
3. Develop a treatment plan tailored to a veteran's specific problems, needs, and limitations. 
4. Utilize a hypothesis-testing approach to planning and conducting psychotherapy.  
5. Employ various evidence-based therapy interventions in groups and in individual therapy with women veterans. 
EXTERNAL:  NON-VA ROTATION OPTIONS

COUNSELING CENTER FOR HUMAN DEVELOPMENT, USF (OFF-SITE ROTATION)

SUPERVISORY PSYCHOLOGIST: KRISTEN DAVIS-JOHNS, PH.D. 

This rotation is only available during the summer (the 4th rotation) and only on a half-time basis. The Counseling Center for Human Development at the University of South Florida is a comprehensive, community oriented facility which provides direct services in educational skill development, career development, and mental health to all USF students. Consultative services to academic, administrative, and other campus service units are provided. 

Interns are considered to be an integral part of the service delivery system. They are encouraged to participate actively in all aspects of the center's functions and to assume professional responsibilities commensurate with their level of training. All psychodiagnostic and counseling experiences are supervised by doctoral, clinical, or counseling psychologists, averaging three to four hours per week on a regularly scheduled basis. Attendance at weekly staff meetings and participation in one or more of the various administrative committees are encouraged. 

Interns are expected to participate actively in weekly in service training meetings and to present at least one case to the staff during their rotations. Participation in the center's ongoing research, program development, and evaluation activities is encouraged as time and interest allow. Opportunities to supervise paraprofessional counselors and practicum trainees are also available. Selected activities initiated during this rotation may be continued concurrently with subsequent placements if justified in terms of continuity and enrichment of the overall internship experience. 

By the end of the quarter, the intern will have had the opportunity to: 

1. Gain proficiency in effective and efficient intake interviewing and be able to identify problem areas, define tentative treatment goals, and/or determine proper disposition. 

2. Gain proficiency in the administration, scoring, and interpretation of a variety of objective and projective psychological instruments. 

3. Integrate information from psychological tests, social history, and psychological treatment, and to communicate effectively via psychological reports, intake summaries, progress notes, termination summaries, and case presentations. 

4. Develop expertise in individual, couple, and group psychotherapy and be able to conceptualize problem areas and effective therapeutic strategies. 

5. Develop an understanding of crisis intervention strategies and when and how to use them. 

6. Supervise paraprofessionals and practicum students.

FLORIDA DIAGNOSTIC AND LEARNING RESOURCE SYSTEM (FDLRS) (OFF-SITE ROTATION)

SUPERVISORY PSYCHOLOGIST: DIANE KOCH, PH.D. 

FDLRS, within the College of Education at the University of South Florida, provides a variety of clinical services for children, adults and families. Evaluation and intervention programs address the full range of presenting problems of the preschool, school age, adolescent and college student populations, including learning, attentional, emotional and behavioral issues. The approach is developmental-structural, in that, symptoms and behaviors are understood to reflect the multiple contexts of development, family, school and culture. Intervention modalities include individual, couples, play and family therapies, as well as, school and medical clinic consultations. 

By the end of the rotation, the intern will have developed skills in: 

1. The assessment of disorders in children and adults. 

2. The integration of emotional and cognitive factors in assessments. 

3. Understanding psychological functioning and disorder in structural context. 

4. Play therapy. 

5. Family therapy. 

6. Multidisciplinary team participation. 

7. Consultation 

ACUTE / TRAUMA PSYCHOLOGY: TAMPA GENERAL HOSPITAL REHABILITATION SERVICES

SUPERVISORY PSYCHOLOGIST: ANTOINETTE DEFAZIO, PH.D.

Affiliated with the University of South Florida College of Medicine, Tampa General Hospital is a Level I Trauma Center serving the West Coast of Florida. In addition to Trauma Services, TGH houses the Tampa Bay Regional Burn Center, verified as a Burn Center through the American Burn Association. Primary services are provided in the acute hospital setting to all individuals with traumatic brain, spinal cord and burn injuries. Services are provided in the ICU, Neurosciences and Burn units. Opportunity is also available for evaluation of patients with general medical, and particularly bariatric, issues. 

The Trauma Psychologist consults with the Trauma Team to provide services for acutely injured individuals. Lengths of stay vary, ranging from less than one week to several months, depending on a variety of individual and systemic factors. The psychologist helps to identify needs of the patient and family related to education, support and coping with the acute crisis and disruption in the family system. Initially, a crisis intervention model is applied. After the completion of the initial evaluation, a variety of therapeutic techniques may be employed, including family therapy, grief counseling, behavior management, psychoeducation and team consultation. Issues frequently encountered during this rotation include crisis intervention, PTSD, anxiety disorders, acute stress issues, capacity to consent to treatment, death and dying/life support termination, and staff stress reactions. 

By the end of the rotation the intern will have: 

1. A basic knowledge of the physical, psychological and social impact of brain, spinal cord and burn injuries. 

2. Ability to develop brief assessment and intervention techniques. 

3. Experience working in a highly paced, multidisciplinary environment. 

4. Acquired basic skills in a consultation/liaison role. 

5. Explored legal and ethical issues in an acute hospital setting. 

6. Ability to complete a general medical consultation, generating a short term, focused treatment plan. 

7. Ability to follow patients for therapeutic intervention. 

8. Experience consulting with the medical and nursing team. 

9. Active participation in Trauma Rounds as a member of the Trauma Team.

PEDIATRIC REHABILITATION: TAMPA GENERAL HOSPITAL REHABILITATION SERVICES

SUPERVISORY PSYCHOLOGIST: JENNIFER MCCAIN, PSY.D. 

Affiliated with the University of South Florida College of Medicine, Tampa General Hospital offers one of the few pediatric rehabilitation programs in the area. A full continuum of care is provided to children with a variety of developmental, medical and surgical diagnoses. In addition to 4-8 beds on the specialized Pediatric Rehabilitation unit, patients and families are seen in the intensive care, acute hospital and outpatient settings. Tampa General Hospital Rehabilitation Services is CARF accredited and designated as a Brain and Spinal Cord Injury Center by the state of Florida. 

The Pediatric Rehabilitation program uses a multidisciplinary team approach to the management of rehabilitation needs in children. The team psychologist provides a range of individual, family, and team consultation interventions to promote optimal recovery of the child. Emotional, cognitive, behavioral and academic assessment and treatment approaches are emphasized. Working closely with the family, the psychologist helps to identify issues that may impact on progress in rehabilitation, successful adaptation to disability and the development of future productive roles. The team is comprised of a Pediatric Physiatrist, Pediatric Psychologist, Physical/Occupational/Speech Therapists, Child Life specialists, Hillsborough County Homebound teachers (school on site), Nurses, Pastoral Care and other treatment staff. 

Evaluations typically involve chart review, clinical interview, collateral interview, team consultation, administration, scoring and interpretation of relevant tests, and preparation of an initial evaluation report. Reports include summary of findings as well as the establishment of objective and measurable goals, planned interventions, identification of barriers to rehabilitation and recommendations for additional needs. Individual and family psychotherapy, education, behavioral management and ongoing team consultation are provided. 

By the end of the rotation, the intern will have: 

1. A basic working knowledge of developmental stages in coping with illness, trauma and hospitalization. 

2. Regular participation as a member of a multidisciplinary team and serve a consultation/liaison role across settings. 

3. Experience in counseling children and families through the rehabilitation process through the provision of psychotherapy, psychoeducation, and support. 

4. Ability to formulate meaningful goals and recommendations for promoting engagement in the rehabilitation process as well as for future needs. 

5. Ability to complete a comprehensive clinical interview with the child and their support system. 

6. Active participation in Pediatric Rehab rounds. 

7. The ability to write comprehensive psychological consultation reports and document the treatment process. 

Requirements for Completion
EVALUATION PROCEDURES 

At the end of each quarterly rotation, interns are evaluated by their rotation supervisor(s) and by their psychotherapy supervisor(s).  An intern has the opportunity to review, comment on, and disagree with the evaluation before he/she signs it.  Similarly, interns formally evaluate each rotation and psychotherapy supervisor quarterly and the entire training experience at the end of the internship year.

Competency-Based Evaluation System:  Our intention is to make evaluation of interns’ progress open, fair, and part of the learning process.  Interns are included in all phases of evaluation from the initial agreement with training goals through the final evaluation.  Ongoing feedback from supervisors during rotations and individual psychotherapy cases is presumed and interns should request clarification from supervisors if they are uncertain about their progress.

Competency evaluations are conducted for each intern’s clinical activities, to assist in training, the evaluation process, and to track the attainment of basic core competencies.  A behaviorally-based model of evaluation is used.

The competency ratings used in our program are based on the amount of supervision that is required for the intern to perform the task competently.  This rating scale is intended to reflect the developmental progression toward becoming an independent psychologist.  At the end of each rotation, an intern must be rated by his/her supervisor and the Training Committee as satisfactory in his/her progress toward competence in each of these core areas:  1) psychological assessment, 2) psychotherapeutic interventions, 3) consultation and supervision (if applicable), 4) professional conduct, ethics and legal matters, 5) individual and cultural diversity issues, and 6) scholarly inquiry and critical, empirically-based evaluation of clinical and research activities.  To successfully complete the internship, interns must receive ratings of Intermediate or higher in each of the core competency areas.  Competency ratings are based on the following behaviorally based descriptors:  

Adv 
Advanced/Skills comparable to autonomous practice at the licensure level.  

Rating expected at completion of postdoctoral training.  Competency attained at full psychology staff privilege level, however as an unlicensed trainee, supervision is required while in training status. 

HI 
High Intermediate/Occasional supervision needed. Typical postdoctoral fellow level.
May be given at successful completion of internship year.  Competency attained in all but non-routine cases; supervisor provides overall management of trainee's activities; depth of supervision varies as clinical needs warrant. 

I 
Intermediate/Should remain a focus of supervision. Typical intern level

Common rating throughout internship.  Routine supervision of each activity. 

E 
Entry level/Continued intensive supervision is needed. Typical pre-intern level. Level of skill is commensurate with a practicum student.  Routine and intensive supervision and didactic training is necessary.

R 
Needs remedial work

Requires remedial work if trainee is in internship.  

Administrative Policies and Procedures

ANNUAL AND SICK LEAVE

Accumulated according to standard VA policy:  4 hours of sick leave and 4 hours of vacation leave earned every two-week pay period.  Interns are allowed up to 5 days authorized absence for professional and educational activities and up to 5 days authorized absence for seeking postdoctoral training and/or professional positions. 
GRIEVANCE PROCEDURES

Although infrequent, differences may arise between a trainee and a supervisor or another staff member.  Should this occur, the following procedures will be followed:  

  a.  The trainee should request a meeting with the supervisor or staff member to attempt to work out the problem/disagreement.  The supervisor will set a meeting within 2 working days of the request.  This is the first step in the process and it is expected that the majority of problems can be resolved at this level.  However, if that fails:

  b.  The trainee should request to meet with the Psychology Training Director and the Assistant Training Director of the program.  A meeting will be arranged within 2 working days to work out the difficulty.  In cases involving disagreement with the Assistant Training Director, the trainee may address their case directly to the Psychology Training Director.  In cases involving disagreement with the Psychology Training Director, the trainee may address their case directly to the Psychology Service Chief for appropriate action. If that fails:

 c.  The Psychology Training Director, Assistant Training Director, trainee, and supervisor or staff member meet within 2 working days of Step 2. If a consensual solution is not possible:
 d.  The trainee, Psychology Service Chief, Psychology Training Director, Assistant Training Director, and the trainee's supervisor or staff member meet to resolve the problem within 5 working days of Step c.  If that fails:

  e.  The issue will be brought before the Affiliations Subcommittee of the Continuing and Hospital Education Committee for resolution.  This is the final step of the appeal process. 

  f.  In unusual and confidential instances, the trainee may address their case directly to the Psychology Service Chief and, if this fails, the trainee may choose to bring the issue before the Affiliations Subcommittee of the Continuing and Hospital Education Committee (see  Step e above).
UNSATISFACTORY OR DELAYED PROGRESS

Most issues of clinical or professional concern are relatively minor and can be addressed in open and ongoing assessment of skills by the intern and immediate supervisor.  However, the following procedures are designed to advise and assist interns performing below the program's expected level of competence when ongoing supervisory input has failed to rectify the issue:

l.
If, in the course of routine evaluation, specific remedial actions are identified, the intern will be informed by the Training Director as to the Training Committee's recommendations for revised training goals and specific requirements for remediation.  Monitoring of subsequent progress will occur through the Rotation Supervisor, Psychotherapy Supervisor(s), and Training Director.

2.
If the intern's performance in the problem area has improved to the level that the training goals for the rotation in which the problem was identified are substantially met, the intern will proceed to subsequent rotation(s) as planned and routine monitoring of new rotation goals and/or continued general training goals will be done by the new Rotation Supervisor and the Training Director.  However, if satisfactory progress on the problem is not made during the rotation in which the problem was identified, the Training Committee will meet again to discuss additional plans for remediation, which may include repeating the current rotation.

3.
An intern’s University Training Director is not notified of the problem during the rotation when the problem is first identified in order to allow time for improvement, unless the problem identified is judged to be a major problem that is likely to result in the intern’s failure or dismissal from the internship.  If deficiencies persist into the next rotation, written communication to the intern's University will occur outlining the identified problem(s), the plan for remedial actions, and the implications of improvement or lack thereof.  Copies of this written communication and subsequent progress reports to the intern’s University will also be provided to the intern.

4.
If, at any time, the intern disagrees with the evaluation of progress, an appeal may be made to the Chief of Psychology Service.

5.
If, at the end of the subsequent rotation, the intern's performance deficiencies have not improved substantially, the Training Committee may enact one or more of the following:

a.
If the intern has demonstrated some improvement but at a rate that precludes satisfactory improvement before the end of the normal internship year, the intern and the University Training Director will be notified and the intern will be placed on probationary status.  The intern's progress will be closely monitored by the Training Committee and Training Director.  Further review and recommendations will be made at mid-rotation and end-of-rotation evaluations, including consideration of options b and c as necessary.

b.
If correction of the problem is possible with additional months of training beyond the normal internship year or by adding additional diverse training experiences, such may be recommended.  This decision will be conveyed to the intern and the University Training Director prior to formal action.

c.
If the problem is severe enough that it cannot be remediated in a timely manner, termination may result.  This decision will be conveyed to the intern and the University Training Director prior to formal action.

COLLECTION OF PERSONAL INFORMATION

We collect no personal information from you when you visit our website.  If you are accepted as an intern, some demographic descriptive information is collected and sent to the American Psychological Association as part of our annual reports for accreditation.  This information is treated as confidential by APA and used for accreditation purposes only. Contact the Commission on Accreditation for more information (apaaccred@apa.org). 
Training Staff

All members of the Psychology training staff have clinical responsibilities.  In addition, they all serve in a variety of other professional roles: as faculty members in the College of Medicine and other university departments, as office holders in professional organizations, in administrative roles within the hospital and VA nationally, and as researchers.  In the following pages, we provide a brief description of our psychology training staff.  They are listed alphabetically with information regarding their doctoral training program, primary clinical responsibility, faculty appointments, and clinical interests.

Henry E. Agostini, Ph.D. – Adelphi University, 1975

Clinical Psychologist, Nursing Home Care Unit

Clinical Interests:  Geriatric Psychology, Behavioral Medicine and Health Psychology, Psychological Assessment

Evangelia Banou, Ph.D. – Kent State University, 2007

Clinical Psychologist, Chronic Pain Rehabilitation Program

Clinical Interests:  Chronic pain, Pain Treatment Outcomes, Polytrauma

Heather G. Belanger, Ph.D., ABPP-Cn – University of South Florida, 2001

Clinical Neuropsychologist, Traumatic Brain Injury Program
Assistant Training Director, Neuropsychology Postdoctoral Fellowship Program
Clinical Assistant Professor, Department of Psychology, USF
Clinical Interests:  TBI, Assessment, Concussion, White Matter Injury, Systems Issues
Bonita E. Carine, Ph.D. – MCP/ Hahnemann University, 1996

Clinical Psychologist, PTSD Specialty Clinic -- Trauma Recovery Program
Clinical Interests:  PTSD/Military Sexual Trauma, Prolonged Exposure, Cognitive Processing Therapy and Recovery from Childhood Trauma, Medical Psychology 

Michael E. Clark, Ph.D. – Kent State University, 1978

Clinical Psychologist, MH&BS Pain Programs Leader
Clinical Associate Professor, Department of Psychology, USF
Clinical Assistant Professor, Department of Neurology, USF

Clinical Interests:  Pain Treatment and Outcome; Objective Personality Assessment

Ann Cradit, Ph.D. – Michigan State University, Counseling Psychology, 1996

Rehabilitation Psychologist, Polytrauma Transitional Rehabilitation Program

Clinical Interests:  Acquired Brain Injury, Cognitive Rehabilitation, Family adjustment, Program Development and Outcomes.

Kevin L. Croswell, Psy.D.  – Adler School of Professional Psychology, 2006

Clinical Psychologist, Military Trauma - PTSD Clinic 
Consultant for the National Center for PTSD in Prolonged Exposure Therapy

Evidence-Based Psychotherapy Coordinator, James A. Haley Veterans Hospital
Clinical Interests:  PTSD/Trauma, Evidence-based Psychotherapies, Personality Assessment
Glenn Curtiss, Ph.D. – University of South Florida, 1987

Clinical Neuropsychologist, Spinal Cord Injury Rehabilitation Program 
Psychology Training Director
Clinical Associate Professor, Department of Psychiatry and Neurosciences, USF

Clinical Interests:  Neuropsychology, Rehabilitation Outcomes, Psychometrics/Statistics

J. Sidney Davis, Jr., Ph.D. – University of Missouri, l984

Counseling Psychologist, Outpatient Medicine

Clinical Interests:  Mediation, Cardiac Rehabilitation, Weight Reduction, Smoking Cessation and Hepatitis C, Violence Prevention in the Workplace

Jennifer J. Duchnick, Ph.D., ABPP-Rp – Auburn University, 2001

Clinical Neuropsychologist, Polytrauma Transitional Rehabilitation Program
Assistant Training Director, Rehabilitation Psychology Postdoctoral Fellowship Program
Adjunct Clinical Professor, Counseling Center for Human Development, USF 
Clinical Interests:  TBI, SCI, Neuropsychology, Rehabilitation Psychology, Coping

Milagros Evardone, Ph.D. – Texas A&M University, 2009

Clinical Psychologist, Spinal Cord Injury Unit

Clinical Interests: Women’s Issues in Rehabilitation, Adjustment to Injury, Treatment of Anxiety and PTSD
Jessica Gallinati, Psy.D. – University of Denver, 2008

Clinical Psychologist, Military Trauma - PTSD Clinic 

Clinical Interests:  PTSD/Trauma, Evidence-based Treatments, Psychological Assessment, Chronic Pain

Ronald J. Gironda, Ph.D. – Kent State University, 1998

Clinical Psychologist, Chief, Psychology Service 

Clinical Interests:  Chronic Pain Treatment, Treatment Outcomes Assessment, Psychological Assessment, Spinal Cord Injury/Dysfunction 

Kimberly M. Gronemeyer, Psy.D. – Florida Institute of Technology, 2000

Clinical Psychologist, Inpatient Psychiatry

Clinical Interests:  Severe and Persistent Mental Illness, Personality Disorders, Dialectical Behavior Therapy, Forensic Evaluation and Treatment, Psychological Assessment, Crisis Intervention

Amanda S. Grossenbacher, Psy.D. – Florida Institute of Technology, 2008

Clinical Psychologist, PTSD Specialty Clinic -- Trauma Recovery Program

Clinical Interests:  PTSD/Military Sexual Trauma, Gender-specific Issues and Treatment Strategies, Personality Assessment, Health Psychology 
Jaime Iacobucci, Psy.D. – Nova Southeastern University, 2007

Clinical Psychologist, Outpatient Mental Health Clinic 

Clinical Interests:  serious mental illness, anxiety disorders, personality assessment 

Dawn F. Johnson Ph.D. – Virginia Commonwealth University-2003

Clinical Psychologist, Military Trauma - PTSD Clinic
Clinical Interest:  PTSD, Dual Diagnosis, Cognitive Processing Therapy, Seeking Safety, Motivational Interviewing

Narine Karakashian, Ph.D. – University of Wisconsin-Madison, 2005

Counseling Psychologist, Military Trauma - PTSD Clinic
Supervisory Program Leader, Trauma Recovery Program

Clinical Interests:  Trauma Psychology; PTSD/Substance Use Disorder, Psychological Assessment
Kristen M. Keune, Ph.D. – University of Missouri-Kansas City, 2008
Clinical Psychologist, Women's Center Psychology Program 
Clinical interests: Women’s issues, Trauma, Eating Disorders

Susana L. Kugeares, Ph.D. – University of Texas at Austin, 2002

Clinical Psychologist, Women's Center Psychology Program 
Clinical Interests:  Psychodynamic Psychotherapy, Trauma Recovery, Group Therapy, Clinical Supervision, Personality Pathology, Therapeutic Assessment

Melissa J. Leedy, Ph.D.  – Oklahoma State University, Clinical Psychology, 2007

Clinical Psychologist, Primary Care – Mental Health
Clinical interests:  Behavioral Health

Jaclyn Lewis-Croswell, Psy.D.  – Adler School of Professional Psychology, 2007

Clinical Psychologist, Primary Care – Mental Health
Clinical interests:  Psychotherapy, Death and Dying, Quality of Life, Clinical Hypnosis, DBT and CBT, Stress Management
Stephanie N. Miller, Ph.D. – Kent State University, 2009

Clinical Psychologist, Suicide Prevention Team/Inpatient Psychiatry 

Clinical Interests:  Psychological Assessment, Clinical Applications of Personality Assessment, Suicide Prevention, Forensic Psychology

Jeffrey M. Morris, Psy.D. – Indiana State University, 2006.

Clinical Psychologist, Mental Health Clinic
Clinical Interests:  Individual Therapy, CBT, Anxiety Disorders, Depression, Substance Dependence/Abuse
Jennifer L. Murphy, Ph.D. – Adelphi University, 2005

Clinical Psychologist, Clinical Director, Chronic Pain Rehabilitation Program

Assistant Training Director, Clinical Psychology Postdoctoral Fellowship Program
Clinical Interests:  Chronic Pain, Opioid Use, Rehabilitation Program Development 

Risa Nakase-Richardson, Ph.D. – West Virginia University, 1999

Clinical Neuropsychologist, Polytrauma Rehabilitation Program
Clinical & Research Interests:  Early Neurobehavioral Recovery after Acquired Brain Injury, Disorders of Consciousness, Acute Confusion.

Karen J. Nicholson, Ph.D. – University of South Florida, 2000

Clinical Psychologist, Gastroenterology Service, Transplant Consultation Service 
Assistant Training Director, Internship Training Program
Adjunct Clinical Professor, Counseling Center for Human Development, USF

Clinical Interests:  Psychological Assessment of Organ Transplant Recipients; Anxiety Disorders; Individual, Couples, and Group Psychotherapy; Hepatitis C

Steven H. Sanders, Ph.D. – University of Memphis, 1977

Clinical Psychologist, Clinical Director, Outpatient Chronic Pain Rehabilitation Program

Clinical Interests:  Chronic Pain, Psychophysiological Assessment, Behavioral Assessment and Treatment

Rebecca Schwartzberg, Ph.D. – University of Kentucky, 2003

Clinical Psychologist, Alcohol and Drug Abuse Treatment Program

Clinical Interests:  Trauma, PTSD Assessment and Treatment, Complex Reactions to Trauma, Co-morbid Diagnoses following Traumatic Experiences, Resilience  

Suzanne E. Shealy, Ph.D. – University of South Florida, 1990

Clinical Psychologist, Alcohol and Drug Abuse Treatment Program; Clinical Director, Veterans’ Domestic Violence Intervention Program

Adjunct Clinical Professor, Counseling Center for Human Development, USF

Clinical Interests:  Substance Abuse Treatment, Domestic Violence, Chronic Pain, Health Promotion

Paul Smiley, Psy.D., ABPP - Cp – Wright State University, 2007

Clinical Psychologist, Mental Health Clinic
Clinical Interests:  Health and Primary Care Psychology, Consultation, Crisis Intervention

Eric Spiegel, Ph.D. – Fuller Graduate School of Psychology, 2007

Clinical Neuropsychologist, Director, Memory Disorder / General Outpatient Neuropsychology Clinics Clinical Interests: Neuropsychology, Aging & Dementia, Movement Disorders

Christina Thors, Ph.D. – Fordham University, Clinical Psychology, 2000

Clinical Psychologist, Polytrauma Rehabilitation Program
Clinical Interests:  Adjustment to Chronic Illness, Hearing Loss, Rehabilitation Outcomes

Rodney D. Vanderploeg, Ph.D., ABPP-Cn – Fuller Graduate School of Psychology, 1982

Clinical Neuropsychologist, Traumatic Brain Injury Program/Polytrauma Program
Clinical Associate Professor, Departments of Psychology, and Psychiatry and Neurosciences, USF

Clinical Interests:  Neuropsychology, TBI Rehabilitation, Dementia, Healthcare Systems Issues
Jessica L. Vassallo, Ph.D., ABPP-Cn – Fairleigh Dickinson University, 2004

Clinical Neuropsychologist, Memory Disorder / General Outpatient Neuropsychology Clinics

Clinical Interests:  Neuropsychology, Dementia, Epilepsy, Neuropsychological Interventions 

Brian Wilson, Ph.D. – University of North Dakota, 2003

Clinical Psychologist, Trauma Recovery Program 

Clinical Interests:  PTSD, Primary Care Psychology, Serious and Persistent Mental Illness
Catherine S. Wilson, Psy.D., ABPP-Rp – Illinois School of Professional Psychology, 1996

Clinical Psychologist, Spinal Cord Injury Rehabilitation Program 

Associate Professor, Department of  Physical Medicine and Rehabilitation, Northwestern University Feinberg School of Medicine 
Clinical Interests:  Adjustment to Disability, Rehabilitation Outcomes, Depression

Jaime L. Winn, Ph.D. – University of New Mexico, 2007

Clinical Psychologist, Alcohol & Drug Abuse Treatment Program 

Clinical Assistant Professor, Department of Psychiatry and Neurosciences, USF

Clinical Assistant Professor, Counseling Center for Human Development, USF

Clinical Interests:  Addiction, Smoking Cessation, Women in Addiction Recovery
Trainees

Past Interns are listed below by year, graduate school, type of graduate program, and degree earned.

Year         
Graduate School


Clin/Coun
Degree

2012-2013
1     Univ. South FL


Clinical

Ph.D.

2     Univ. South FL


Clinical

Ph.D.

3     Univ. Memphis


Clinical

Ph.D.

4     Univ. Houston


Clinical

Ph.D.

5     Auburn Univ.


Clinical

Ph.D.

6     Penn St. Univ.


Clinical

Ph.D.

2011-2012
1     Drexel Univ.


Clinical

Ph.D.

2     Univ. South FL


Clinical

Ph.D.

3     Univ. FL



Clinical

Ph.D.

4     Indiana Univ. of PA


Clinical

Psy.D.

5     Pacific Grad School of Psych
Clinical

Ph.D.

6     Univ. IL - Urbana


Counseling
Ph.D.

2010-2011
1     Seattle Pacific Univ.

Clinical

Ph.D.

2     Fuller Theological Seminary

Clinical

Ph.D.

3     Auburn Univ.


Clinical

Ph.D.

4     Marquette Univ.


Counseling
Ph.D.

5     La Salle Univ.


Clinical

Psy.D.

2009-2010
1     Univ. of Detroit - Mercy

Clinical

Ph.D.

2     Gallaudet Univ.


Clinical

Ph.D.

3     Univ. of South FL


Clinical

Ph.D.

4     Univ. of AL - Tuscaloosa

Clinical

Ph.D.

5     Univ. of FL



Clinical

Ph.D.

2008-2009
1     Univ. of IL - Urbana


Clinical

Ph.D.

2     Univ. of Houston


Clinical

Ph.D.

3     Univ. of Conn


Clinical

Ph.D.

4     Mich St. Univ.


Clinical

Ph.D.

5     Univ. of Cincinnati


Clinical

Ph.D.

2007-2008
1     Univ. of FL



Clinical

Ph.D.

2     Wright State Univ.


Clinical

Psy.D.

3     Univ. of FL



Clinical

Ph.D.

4     Univ. of South FL


Clinical

Ph.D.

5     Central Mich Univ.


Clinical

Ph.D.

2006-2007
1     Florida State Univ. 


Clinical

Ph.D.
2     Rosalind Franklin Univ.

Clinical

Ph.D.
3     Oklahoma State Univ.

Clinical

Ph.D.
4     Fuller Theological Seminary

Clinical

Ph.D.
2005-2006
1     Pacific Grad School of Psych
Clinical

Ph.D.
2     Univ. of FL



Clinical

Ph.D.
3     NOVA/Southeastern Univ.

Clinical

Psy.D.
4     Penn State Univ.


Clinical

Ph.D.
5     FL Institute of Technology

Clinical

Psy.D.
2004-2005
1     Univ. of Miami


Clinical

Ph.D.
2     Univ. of IL – Urbana-Champaign
Clinical

Ph.D.
3     NOVA/Southeastern Univ.

Clinical

Ph.D.

4     NOVA/Southeastern Univ.

Clinical

Ph.D./Psy.D.

5     Univ. of Houston


Clinical

Ph.D.
2003-2004
1     Univ. of South Carolina

Clinical

Ph.D.
2     Univ. of FL 



Clinical

Ph.D.
3     Univ. of Washington

Clinical

Ph.D.
4     Univ. of Cincinnati


Clinical

Ph.D.
5     Univ. of South FL


Clinical

Ph.D.
2002-2003
1     Univ. of TX – Austin


Clinical

Ph.D.

2     Univ. of Cincinnati


Clinical

Ph.D.

3     Mich. State Univ. 


Clinical

Ph.D.

4     Baylor Univ.


Clinical

Psy.D.

5     Univ. of Louisville


Clinical

Ph.D.
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Intern or Postdoc Names are bolded
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